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One of the most intractable sequelae of poliomyelitis 
is a complex deformity involving the knee, the hip and 
the lumbosacral portion of the spine. The hip deformity 
is characteristically one of flexion and abduction. The 
knee may be in flexion and valgus with external torsion 
of the lower leg on the femur. The lumbosacral region 
of the spine is in lordosis, and if only one extremity 
is involved there will be in addition to the lordosis a 
pelvic tilt, the contralateral iliac crest being high 
(fig. 14). The affected leg is abducted, the unaffected 
leg is adducted, and there is a lumbar scoliosis convex 
toward the affected side. 


These deformities are by no means uncommon in . 


poliomyelitis, and they also occur in connection with 
congenital malformations such as spina bifida and more 
infrequently after paraplegia due to trauma, infection or 


tumor. Growth plays an important role, for these 
deformities seldom, if ever, occur unless the disease 
onset is in infancy or childhood. The flexion and 
valgus deformity of the knee make it difficult for the 
patient to wear a leg brace. The hip flexion-abduction 
deformity pulls the anterior portion of the pelvis down- 
ward so that in the standing position the sacrum may 
be nearly horizontal and the lumbar lordosis is extreme. 
Back braces and corsets do not appreciably benefit this 
deformity. In its severest form the patient cannot 
stand erect and may be forced to adopt a quadruped, 
crawling gait. The hip joints are posterior to the center 
of gravity, and the patient is forced to suspend the 
weight of the upper part of the trunk and of the arms on 
crutches. The gait is labored and tiring and usually 
accompanied with lumbar backache. The estimate of 
the amount of deformity is relatively easy as far as the 
knee is concerned, but the lordosis of the spine and the 
flexion-abduction contracture of the hip are reciprocally 
related and vary with the position assumed. If the 
patient lies face down with the thighs flexed to 90 
degrees over the edge of an examining table, there 
normally will be no lordosis of the lumbar portion of 
the spine. If lordosis is present in spite of a pillow 
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placed under the abdomen of the patient, it may be 
considered to be a fixed lordosis and an estimate of its 
severity can be made, or it can be measured by taking 
a lateral roentgenogram with the patient in that position. 
The amount of the flexion deformity of the hip is also 
determined with the patient lying face down in this same 
position. The thigh is extended until it meets resis- 
tance from the tight anterior structures. This must 


‘ be done with the thigh neither abducted nor adducted. 


If the hip is extended in the abducted position there 
will be much less apparent flexion deformity. With 
the hip in the fully flexed position the apparent abduc- 
tion contracture disappears. 

There are three possible major factors causing these 
deformities: (1) muscle imbalance; (2) fascial con- 
tractures, and (3) alteration in bone and joint archi- 
tecture caused by growth changes. It is difficult to 
seriously implicate muscle imbalance as the primary 
cause of these severe deformities. It is true that gluteus 
maximus weakness or paralysis is present in almost 
every case, but the majority of these patients have 
severe involvement of all muscle groups about the hip 
and many have essentially a flail extremity. 

Numerous authors have called attention to the role 
of contracture of the fascial structures, particularly 
that of the fascia lata (iliotibial band), in the production 
of these deformities. Irwin’ in an excellent summary 
of the literature points out the established fact that a 
contracture of the iliotibial band may contribute directly 
or indirectly te the development of the following 
deformities: (1) flexion-abduction contractures of the 
hip; (2) contracture of the thigh in external rotation ; 
(3.) genu valgum; (4) knee flexion deformity and 
external torsion of the tibia; (5) varus deformity of 
the foot, and (6) deformities of the pelvis and trunk 
such as (a) pelvic obliquity or (b) exaggerated lumbar 
lordosis. 

It would, however, be an oversimplification to assume 
that contracture of the iliotibial band is the sole primary 
agent in the production of these deformities. If one 
tests on the operating table the effect of release of soft 
tissues on a contracture of long standing, it is easily 
demonstrable that a complete excision of the iliotibial 
band and its intermuscular septums results in about a 
50 per cent reduction in the deformity. Further dissec- 
tion reveals that all the soft tissues are contracted and 
that skin, tendons, ligaments, joint capsule, blood vessels 
and nerves are involved to such an extent that it is 
seldom possible to fully correct the joint deformities 
immediately, no matter how radical the operative 
procedure. 


1. Irwin, C. E.: The Iliotibial Band, Its Role in Producing Deformity 
in Poliomyelitis, J. Bone & Joint Surg. 31-A: 141-146 (Jan.) 1949. 








814 ERECTOR SPINAE TRANSPLANT—BARR 


In addition to the contracture of the iliotibial band 
the flexion deformity of the knee may involve contrac- 
ture of the hamstring muscles, the popliteal vessels 
and nerves and the joint capsule. At the hip there may 
be contracture of the tensor fasciae latae, the sartorius, 
the rectus femoris, the iliopsoas, the femoral nerve, 
artery and vein and the capsule of the joint itself. 

The lumbar lordosis, which is usually thought to be 
functional, may in fact be a fixed deformity. Among 
the structures which can easily be demonstrated to be 
contracted are the lumbodorsal fascia, the erector spinae 
muscles and the interspinous and interlaminar liga- 
ments. 

The existence of widespread tissue contractures has 
been amply demonstrated. Their causation is a more 
speculative matter. Primary muscle imbalance may 
be a secondary causative factor, but there are many 





Fig. 1—M. S., aged 12, three years after the onset of poliomyelitis 
involving the right leg. A, preoperative photograph (Oct. 8, 1949) showing 
the deformity of lordosis with 60 degree flexion-abduction contracture of 
the hip. B, postoperative photograph (May 23, 1950) showing complete 
correction of the lordosis and hip flexion deformity. 


instances of primary muscle imbalance without joint 
contractures. Pohl* has suggested that the peripheral 
symptoms of poliomyelitis may be due, in part at least, 
to direct involvement of the fascial muscle coverings 
and that there is actually a fascitis which is responsible 
for the contractures so often seen in poliomyelitis. This 
hypothesis has not been satisfactorily verified by histo- 
logical studies. 

The most logical explanation for the development of 
these contractures presupposes an alteration in soft 
tissue form due to change in its function. It was 
pointed out by Wolff* many years ago that in the 
case of bony architecture every alteration in function 
is accompanied with an alteration in form. The same 
relationship undoubtedly holds true for soft tissues. 





2. Pohl, J. F.: The Peripheral Disease of Poliomyelitis, J. Bone & 
Joint Surg. 28: 1027-1030 (Oct.) 1947. 

3. Wolff, J.: Das Gesetz der Transformation der Knochen, Berlin, 
A. Hirschwald, 1892. 
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As long as joints are put through a full range of motion 
at regular intervals and normal muscle tonus is present, 
soft tissues will maintain adequate length and elasticity 
to fulfil normal functional demands. During the acute 
and convalescent stages of poliomyelitis, hamstring 
spasm and sciatic neuritis with limitation of straight 
leg raising are commonly noted. The position of hip 
and knee flexion with external rotation of the lower 
extremities is often assumed by the patient as the posi- 
tion of comfort. If that position is maintained for even 
a few weeks a permanent deformity may develop, 
particularly if the gluteal muscles are weakened. The 
deformity then limits the effective action of the gluteus 
maximus and prevents restoration of its power. As the 
bony structures grow in length the contracted soft 
tissues fail to keep pace and the deformity increases, 

Changes in the architecture of the bones and joints 
in the growing child develop concomitantly with the 
contractures and, due to the abnormal stress and strain, 
continue to increase throughout the growing period. 
As a rule, coxa valga develops, the acetabulum becomes 
shallow and there may be subluxation or actual dislo- 
cation of the hip joint (fig. 2). The pelvis and lumbar 
portion of the spine may become so severély distorted 
as to prevent full correction of the deformities even 
after radical release of soft tissue contractures. 

PREVENTION 

Most of these deformities can be prevented by careful 
treatment in the acute phase of the poliomyelitic attack. 

The child must be kept recumbent on a firm mattress, the 
back flat, the hips and knees fully extended. At least once 
daily each joint is put through a full range of motion. It is 
easy to do this with the knee joint, but the ball and socket 
hip joint is often not adequately exercised. In addition to 
bringing it into full flexion and returning it to the extended 
position, it needs to be fully adducted and abducted, internally 
and externally rotated both in the flexed and in the extended 
position and, finally, with the child lying face down it must be 
put through a full range of hyperextension. The lumbar region 
of the spine should also be flexed and extended through a normal 
range. Hot packs are useful adjuvants in allaying muscle 
spasm and permitting this full range of motion. Forceful 
stretching of spastic muscles during the acute phase of the 
disease does not seem to be necessary. 

Infants and small children are more likely to assume positions 
of deformity than are the older and more cooperative patients. 
It is extremely difficult to maintain proper position of the 
extremities in the infant, and in certain cases splinting by 
means of plaster shells may be necessary. 


There can be no doubt that skilled nursing care and 
physical therapy will prevent the development of con- 
tractures and deformities in the majority of cases. But 
once a flexion deformity of the hip and knee has been 
established in the growing child, conservative measures 
such as stretching and manipulation are seldom, if 
ever, effective in its permanent relief. 


OPERATIVE TREATMENT 
Many authors have recognized the dominant role of 
the fascia lata (iliotibial band) in the production of 
the poliomyelitic hip deformity. Soutter* proposed 
division of the fascia midway between the anterior 
superior iliac spine andthe greater trochanter, accom- 
panied with subperiosteal stripping of the anterior 





4. Soutter, R.: A New Operation for Hip Contractures in Polio 
myelitis, Boston M. & S. J. 170: 380-381 (March 12) 1914. 
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superior iliac spine of its muscle origins, particularly 
of the tensor fasciae latae and the sartorius muscles. 
The denuded bone is usually removed by osteotomy. 
Yount * divided the iliotibial band and the intermuscular 
septum just above the knee joint on the lateral aspect 
of the thigh. Fitchet ° advocated thorough division of 
the fascia and stripping of the intermuscular septum 
throughout the length of the femur followed by stretch- 
ing of the contractures in plaster of paris. 

Tendon transplantation to help restore muscle balance 
has been practiced by numerous surgeons. The origin 
of the tensor fasciae latae has been transposed pos- 
teriorly (Legg*) so that it acts as an abductor but 
not as a flexor. Its insertion has been moved to the 
greater trochanter (Legg *) in an effort to control rota- 
tion deformities. Lange ® in 1924 and later Kreuscher *° 
utilized the erector spinae muscle as a substitute for the 
weakened gluteus maximus. These authors freed the 
lateral two thirds of the erector spinae (sacrospinalis 
muscle) from its iliac and sacral origins and prolonged 
it by means of silk strands to a new insertion at the 
base of the greater trochanter. 

Transplant of the tensor fasciae latae and of the 
erector spinae muscle were combined into one opera- 
tion by Groves ** and by Ober,’* who described inde- 
pendently and almost simultaneously the operative 
procedure which is now called the erector spinae trans- 
plant. In brief, the operation consists in the transverse 
division of the iliotibial band at the level of the head 
of the fibula and in the dissection upward of a broad 
strip of iliotibial band from the lateral thigh. The 
dissection is continued until the whole band, along with 
the distal half of the tensor fasciae latae muscle insert- 
ing into it, is mobilized. The intermuscular septums 
and other contracted soft tissues are divided as neces- 
sary. The strip of fascia lata is passed subperiosteally 
around the lateral aspect of the base of the greater 
trochanter and then posteriorly and superiorly beneath 
the gluteal fascia to emerge in the region of the posterior 
superior spine of the ilium. The lateral two thirds of 
the distal portion of the erector spinae muscle is freed 
from its origin to the ilium and sacrum and is attached 
to the strip of fascia lata which acts as its new tendon, 
transferring its pull to the femur so that it acts as an 
extensor of the thigh on the trunk (fig. 3). 

This major operation is rather difficult and has not 
attained popular favor. Obviously no muscle is strong 
enough to adequately substitute for a totally paralyzed 
gluteus maximus muscle, and any transplant designed 
to accomplish this can be only partially effective. But 
the erector spinae transplant combined with suitable 
release of soft tissues is, in our experience, the most 
effective operation available for the relief of severe 
flexion-abduction deformities of the hip and the accom- 





5. Yount, C. C.: The Role of the Tensor Fasciae Femoris in Certain 
Deformities of the Lower Extremities, J. Bone & Joint Surg. 8: 171-183 
(Jan.) 1926. 

6. Fitchet, S. M.: “Flexion Deformity” of the Hip and the Lateral 
Intramuscular Septum, New England J. Med. 209: 74-77 (July 13) 1933. 
é 7. Legg, A. T.: Tensor Fascia Femoris Transplantation in Cases of 
— Gluteus Medius, New England J. Med. 209: 61-62 (July 13) 

3. 


_ 8. Legg, A. T.: Transplantation of Tensor Fasciae Femoris in Cases of 
Weakened Gluteus Medius, J. A. M. A. 8@: 242-244 (Jan. 27) 1923. 

9. Lange, F.: Quoted, Ztschr. f. orthop. Chir. 45:83, 1924. 

10. Kreuscher, P. H.: The Substitution of the Erector Spinae for 
Paralyzed Gluteal Muscles: An Operation for Stabilizing the Hip, Surg., 
Gynec, & Obst. 40: 593-597 (May) 1925. 

: ll. Groves, E. W. H.: Reconstructive Surgery of the Hip, Brit. J. 
Surg. 14: 486-517 (Jan.) 1927. 

12. Ober, F. R.: An Operation for Relief of Paralysis of the Gluteus 

Maximus Muscle, J. A. M. A, 88: 1063-1064 (April 2) 1927. 
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panying deformities of the knee and the lumbar portion 
of the spine. This operation combines the best features 
of the Soutter and Yount fasciotomies with the added 
active stabilizing influence of a digastric muscle trans- 
plant, using the tensor fasciae latae and the erector spinae 
muscles. Simple fasciotomies at the hip and knee may 
be effective in correcting minor flexion contractures, 
but there is a high recurrence rate and the results in 
severe contractures are disappointing. Osteotomy of 
the femur to correct hip flexion deformity in polio- 
myelitis does not restore muscle balance and adds a 
second bony deformity to one already present. It is a 
serious error to attempt correction of the lordosis and 
scoliosis before the hip flexion deformity has been 
alleviated, for the lumbosacral portion of the spine will 
resume its original deformed position as soon as the 
patient stands upright. Spine fusions should never 
be undertaken until the deformities of the knee and 
hip have been corrected. I have noted that lordosis, 
scoliosis and pelvic tilt are decidedly improved by the 


° 





Fig. 2.—Roentgenogram of the pelvis of a woman aged 24 who had 
poliomyelitis with severe unilateral involvement at the age of 2 years. 
Note the pelvic asymmetry, deficient acetabulum and coxa valga. The 
anterior superior iliac spine has been drawn downward toward the femur. 


erector spinae transplant and that subsequent spine 
fusion is seldom necessary. 

Selection of Cases for Operation.—Any person, child 
or adult, with a fixed severe deformity due to con- 
tracture of the iliotibial band is a potential candidate 
for the erector spinae transplant. In particular, polio- 
myelitic patients with fixed lordosis and flexion- 
abduction contracture of the hip are usually best 
treated by this procedure provided that there is at least 
fair power in the erector spinae and tensor fasciae 
latae muscles. Age does not seem to be an important 
factor, as patients from 5 to 50 years of age have suc- 
cessfully undergone operation. Patients with a glu- 
teus maximus limp but without joint contractures may 
derive some benefit from the operation, but the trans- 
plant cannot be expected to completely substitute for a 
totally paralyzed gluteus maximus muscle. 

Operative Technic.—The patient under general anesthesia, is 
placed in the semiprone position with the affected side elevated 
45 degrees on sand bags. The skin is prepared from the ribs 
to the midcalf, and the limb is draped so that it can be moved 
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freely. The incision in the thigh begins distally just anterior 
to the head of the fibula and ends proximally at-a point mid- 
way between the anterior superior iliac spine and the greater 
trochanter. (In place of one long incision, two shorter ones 
may be used, leaving a 4 to 6 inch [10 to 15 cm.] bridge of skin 
and subcutaneous tissues in the midthigh beneath which the 
fascial strip can be passed.) The iliotibial band is exposed 
and divided transversely at the level of the distal pole of the 
patella. A stout silk suture is passed through the free end 
of the fascia and as wide a strip of fascia as it is possible to 
obtain is dissected upward until the distal half of the tensor 
fasciae latae muscle, which inserts into the strip, is mobilized. 
The intermuscular septums and other contracted structures at the 
knee and anterior to the hip are divided as necessary. Some- 
times the sartorius and rectus muscles are tenotomized. More 
infrequently the iliopsoas tendon and the anterior capsule of 
the hip joint are divided. 

Subperiosteal anchorage of the fascia to the femur is accom- 
plished by making a 2 inch (5 cm.) longitudinal anterolateral 
incision through the origin of the vastus lateralis just below 





Fig. 3.—Erector spinae transplant: A, skin incisions in the lateral 
aspect of the thigh; B, the fascia lata to which is attached the tensor 
fasciae latae has been passed beneath the vastus lateralis and sutured 
subperiosteally to the femur; C, skin incision in the lumbar region, and 
D, the free end of the fascia from the thigh has been passed beneath the 
gluteal fascia and sutured to the lateral two thirds of the erector spinae 
muscle, which has been detached from its origin 


the greater trochanter and tunneling beneath the periosteum to 
a similar posterolateral incision. The free end of the strip of 
fascia is passed through the tunnel and is secured to the 
periosteum by silk sutures. This must be done with the hip in 
maximum extension, slight abduction and neutral position as 
regards rotation. 

The lumbar incision is about 6 inches long and is made 
parallel and about 2 to 3 inches (5 to 8 cm.) lateral to the 
spinous processes. It ends medial to and about 2 inches distal 
to the posterior superior iliac spine. The incision is deepened 
through the lumbodorsal fascia, which is reflected to expose 
the underlying erector spinae muscle. By blunt dissection the 
lateral two thirds of this muscle mass is mobilized and freed 
from the medial one third, which is left attached to the adjacent 
spinous processes and laminas. The mobilized muscle is freed 
by sharp dissection from its origin to the ilium and sacrum. 
The nerve and blood supply to this muscle is segmenta’' and 
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enters from its ventral surface. It may be necessary to sacri. 
fice one or two of the most distal neurovascular bundles in 
mobilizing about a 4 inch length of muscle mass. 

By means of a long tendon carrier, the free end of the 
fascia lata is passed beneath the gluteal fascia and is brought 
out in the lumbar incision just medial to the posterior superior 
iliac spine. The tunnel is dilated at its point of emergence so 





Fig. 4.—Postoperative photograph of first erector spinae transplant 
(Ober *) in patient aged 15. 


that the fascia can glide freely. The gliding surface of the 
fascia faces ventrally. With the hip held in extension, the 
fascia is attached, under moderate tension, to the free end of 
the erector..spinae muscle. This is best done by laying the 
ventral surface of the muscle on the fascial strip, passing the 
suture in the end of the fascia through the muscle, as far 
proximally as possible, and then fixing the edges of the fascia 
to the edges of the muscle with a series of interrupted sutures. 
The distal end of the muscle is completely invested by the 
fascia. The lumbar incision is sutured in layers, and it is 
usually possible to close the lumbodorsal fascia over the trans- 
plant. The thigh incisions are closed by interrupted sutures 
to the subcutaneous tissues and continuous suture to the skin. 
No attempt is made to close the defect in the fascia of the 
thigh. After application of sterile dressings, the extremity is 
immobilized: by long plaster splints and elastic bandages from 
the ribs to the toes, with the hip in as much extension as can 
be comfortably obtained. No attempt is made to vigorously 
stretch the remaining contractures at this time. 

In ten days to two weeks, when the incisions have healed, 
the remaining contractures are gradually stretched out. This 
can be done effectively, rapidly and comfortably by a plaster of 
paris cast. The lumbar portion of the spine and opposite thigh 
are immobilized in a plaster spica with the hip in semiflexion 
to obliterate the lumbar lordosis. A plaster cast is applied 
from the toes to the groin of the affected leg. The con- 
tractures at the hip are gradually stretched out by lowering 
the leg cast until the hip will come into full hyperextension. 
Knee flexion deformities may be straightened by wedging the 
cast posteriorly. 





Fig. 5.—Same patient as in figure 4 shown 25 years later. Function is 
excellent, and complete correction has been maintained. 


As a rule the deformities are satisfactorily corrected in two 
to three weeks. The apparatus is then removed and assistive 
muscle reeducation exercises are begun with the patient im 
recumbency. Underwater exercises are of value. A night cast 
to hold the hip in the corrected position should be worn for 
several months. Walking with crutches is permitted as soon 
as the transplant functions satisfactorily, usually about six 
weeks postoperatively. 
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Patients requiring bilateral transplants should undergo opera- 
tion in two stages about four to six weeks apart. Careful 
gait training of the patient is essential if the best results are to 
be obtained. 

Advantages of Operation—The advantages of this operation 
may be summarized briefly : 

1. The major deforming influence, the contracted iliotibial 
band, is completely removed. 

2. Other soft tissue contractures about the hip and knee are 
released as a part of the operative procedure. 

3. The transplantation of the insertion of the tensor fasciae 
latae into the greater trochanter serves to prevent external 
rotation deformity of the limb, and if there is power in the tensor 
fasciae latae muscle, it will act in conjunction with the trans- 
planted erector spinae muscle as an abductor of the thigh ; 
thus it can substitute partially for a paralyzed gluteus medius 
muscle. 

4. In patients with fixed lumbar lordosis the deformity is 
due, in part at least, to contracture of the erector spinae muscle 
and its investing fascia. The operation serves to release these 
contractures and to allow the pelvis te rotate into a more 
nearly normal position. 


Statistical Data on Fifty Cases of Erector Spinae Transplant 


Unilateral operations. ..............+0eeeeeeeeee 38 cases 
Bilateral operations..........0..c.ceeeeeeeecees 12 cases 
Total sa dis hihi sean eneee 50 cases (@2 operations) 
Average age at onset of poliomyelitis......... 3.3 yr. 
(minimum 2 mo.; maximum 11 yr.) 
Average age at operation................e+e00 17.5 yr. 


(minimum 5 yr.; maximum 50 yr.) 


Previous operations about the hip: 


Fasciotomy (Soutter 6, others 6).......... 12 cases 
Fasciotomy with reduction of dislocated hip 1 case 
BS MERON, cco cccicrccesceccscvccccias 1 case 
Osteotomy of the femur.................... 3 cases 
Lange type of erector spinae transplant... 1 case 
BEEs nccvecdtncneccndioneseccoscvccnscees 18 cases (36%) 
Follow-up period, aveTage...........-...ceeceeees 9.3 yr. 


Results of operation: 





DEY icc icchodeundustesnivacystebaseetecs 36 ( 72%) 
BNE hdd 40a Sesh cdicececccedas cbesacsercndehace 7 ( 14%) 
ED lias skathte nenncggecweeonesousoacesepne 0(€ 0%) 
ON GON, 6 cicusvetiubindiakhienn ween 7 ( 14%) 

nd Sac ewens ib ccsticseveccicestvanctans 50 (100%) 


5. The transplanted erector spinae muscle, thrgugh its new 
fascial tendon attached to the femur in the region of the inser- 
tion of the gluteus maximus, acts as an extensor of the thigh. 
When the patient is in the erect position and the extremity is 
fixed to the ground, the erector spinae muscle, along with the 
transplanted tensor fasciae latae, serves to stabilize the pelvis 
on the femur. 

STUDY OF END RESULTS 

From the files of the Massachusetts General Hos- 
pital and the Crippled Children’s Division of the 
Department of Public Health, State of Vermont, we 
have obtained and reviewed the records of 50 consecu- 
tive patients on whom erector spinae transplants have 
been done and have reexamined about one third of the 
patients. 

The accompanying table gives some of the more 
pertinent information. Four patients, preoperatively, 
had no deformities of the hip. These four underwent 
operation to improve a gluteus maximus limp. The 
rest had deformities, contractures and muscle weakness 
of varying degree. Four patients preoperatively were 
unable to stand or walk because of severe deformities. 
Studies of end results showed that 72 per cent of the 
patients were definitely improved and 14 per cent were 
unchanged. In 14 per cent there were insufficient data 
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on the end result. No patient was made worse by 
surgical intervention, and there was no surgical mor- 
tality. Of the four patients unable to walk preopera- 
tively, three were enabled to become ambulatory with 
braces and crutches. The fourth patient died three 
months postoperatively from other causes. Fourteen 
(28 per cent) of the patients were enabled to discard 
some of their apparatus by this and other surgical pro- 
cedures. Twenty-five per cent of the hips after opera- 
tion showed some objective improvement in the power 
of extension of the hip. In some instances this could 
be attributed to return of power to the gluteus maximus 
muscle itself. In others, the erector spinae muscle and 
its fascial tendon could be felt to contract strongly 
when the patient attempted to extend the hip. The 
first patient on whom Dr. Ober operated in 1925 
(fig. 4) was reexamined. His transplant is function- 
ing strongly, and he has an excellent result (fig. 5). 
A number of patients with bilateral operations have 
gained sufficient muscular control to permit them to 
stand and balance without using crutches or canes. 
Backache and early fatigue in walking were improved 
in many of the cases. The hip contractures and 
deformities were completely and permanently relieved 
in 60 per cent of the cases and partially relieved in 
32 per cent (fig. 1B). In 8 per cent of the cases the 
result with regard to contracture is unknown. In no 
case has there been a recurrence of deformity of such 
severity as to necessitate further surgical intervention. 


SUMMARY AND CONCLUSIONS 

1. During the period of growth, soft tissue as well as 
bony structures must be regularly subjected to physio- 
logically normal function or its form will undergo 
alteration. 

2. The prevention of fascial contractures after acute 
poliomyelitis requires painstaking supervision. 

3. Once contractures involving the iliotibial band 
have become established, they tend to increase through- 
out the growing period and cannot be overcome by 
conservative measures. 

4. Operative correction of deformities by fasciotomy 
is subject to a high recurrence rate. 

5. The erector spinae transplant combined with 
suitable release of soft tissues is most useful in the 
correction of poliomyelitic contractures of the hip with 
accompanying deformity of the lumbar portion of the 
spine and the knee and is recommended as the operation 
of choice in these cases. 





Standards, Usefulness, Nonsectarianism.—In order that 
a physician may best serve his patients, he is expected to exalt 
the standards of his profession and to extend its sphere of use- 
fulness. To the same end, he should not base his practice on 
an exclusive dogma or a sectarian system, for “sects are implac- 
able despots; to accept their thralldom is to take away all 
liberty from one’s action and thought.” A sectarian or cultist 
as applied to medicine is one who alleges to follow or in his 
practice follows a dogma, tenet or principle based on the 
authority of its promulgator to the exclusion of demonstration 
and scientific experience. All voluntarily associated activities 
with cultists are unethical. A consultation with a cultist is a 
futile gesture if the cultist is assumed to have the same high 
grade of knowledge, training and experience as is possessed by 
the doctor of medicine. Such consultation lowers the honor 
and dignity of the profession in the same degree in which it 
elevates the honor and dignity of those who are irregular in 
training and practice. 

From the PrincipLes or Mepicat Etuics of the American 
Medical Association. 
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ARTERIOVENOUS FISTULA OF THE 
AORTIC ARCH 


Report of a Case with Successful Treatment 


WILLIAM H. PROCTOR Jr., M.D. 
West Palm Beach, Fila. 


Arteriovenous communications involving almost every 
vessel in the body have been reported, and successful 
treatment has been possible in many instances of 
involvement of large arterial trunks. Injury of the 
aorta is rarely compatible with life; therefore fistulas 
rarely develop there. Two reports of successful treat- 
ment of arteriovenous fistulas of the abdominal aorta 
have been made.' No report of arteriovenous fistula 
due to trauma involving the thoracic aorta has been 
found in the literature. The purpose of this paper is 
to report an incident of arteriovenous fistula involving 
the arch of the thoracic aorta, together with obser- 
vations made before and after successful treatment. 


REPORT OF A_ CASE 
A 25 year old former railroad employee was admitted to the 


hospital Feb. 3, 1949 complaining of shortness of breath, swell- 
ing of the abdomen and legs and a buzzing sensation in the 


\ 


A, Roentgenogram of the chest on admission. B, Roentgenogram of 
the chest four months postoperatively, showing no abnormalities. 





head. In November 1946 the patient was in an accident in 
which he received a small laceration at the base of the neck 
thought to be due to flying glass from a shattered windshield. 
There was little bleeding from the wound; two sutures were 
made, and the wound healed without further difficulty. Approxi- 
mately one year later the patient noted shortness of breath 
on exertion, palpitation, and swelling of the feet, legs and 
abdomen. He was seen by his local physician, Who prescribed 
bed rest for two weeks, after which time the patient was able 
to resume full activity until March 1948, when the symptoms 
recurred. At this time, in addition to bed rest, the physician 
prescribed a low salt diet and digitalis. The symptoms sub- 
sided, and the patient was able to return to work. Two months 
later the symptoms reappeared and the same treatment was 
again beneficial. In May 1948 he first began to notice a buzzing 
at the base of his neck, just beneath the scar of the wound 
received in November 1946. This buzzing in the neck increased 
in intensity and became audible when the patient lay on the 


From the Surgical Service, Lawson Veterans Administration Hospital, 
Chamblee, Ga., and the Emory University School of Medicine, Emory 
University, Ga. 

Published with the permission of the Chief Medical Director, Depart- 
ment of Medicine and Surgery, Veterans Administration, who assumes no 
responsibility for the opinions expressed or the conclusions drawn by the 
author. 

1. Pemberton, J.; Seefeld, P. H., and Barker, N. W.: Traumatic 
Arteriovenous Fistula Involving Abdominal Aorta and Inferior Vena Cava, 
Ann. Surg. 123: 580-590 (April) 1946. Freeman, N. E., and Storck, 
A. H.: Successful Suture of Abdominal Aorta for Arteriovenous Fistula, 
Surgery 21: 623-629 (May) 1947. 
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left side. The symptoms gradually increased in severity until 
January 1949, when he was admitted to the Veterans Adminis- 
tration Hospital in Dublin, Ga. Here he was given treatment 
for cardiac failure, including rest, low salt diet and digitalis, 
He improved and was then transferred to Lawson Veterans 
Administration Hospital, Chamblee, Ga. 

Physical Examination—The patient was a young, muscular 
Negro man. At the time of admission he was able to lie flat. 
Inspection revealed rhythmic motions of the entire body while 
the patient was lying quietly on the table, the movements being 
synchronous with the heartbeat. Ophthalmoscopic examination 
revealed dilated retinal veins, which appeared to pulsate, and 
there was vigorous pulsation of the retinal arterioles. There 
was a small 2 cm. scar just above the left sternoclavicular joint, 
There was a palpable continuous thrill with systolic accenty- 
ation over the precordium extending into the neck. Palpation 
and percussion showed pronounced enlargement of the heart 
to the left. Over the upper anterior part of the chest there 
was a continuous bruit with systolic accentuation. This murmur 
was transmitted over the entire precordium into the neck on 
both sides, onto the right shoulder and onto the left arm down 
to the elbow. The same murmur was heard posteriorly over 
the upper third and fourth thoracic vertebrae, with greatest 
intensity to the left of the spine. There were a few fine rales 
in both bases of the lungs. The abdomen was distended, but 
no definite free fluid could be detected. The liver was enlarged 
four fingerbreadths below the right costal margin. Examina- 
tion of the extremities revealed good pulsation throughout with 
a water hammer type of pulse. There were sharp pistol shot 
sounds over both femoral arteries. The veins in the left arm 
were noticeably distended as were veins over the pectoral 
regions, and the veins were seen to pulsate faintly. There 
were no color changes or trophic changes in the extremities, 
and at the time of examination there was no peripheral edema. 
The blood pressure was 146/50 in both arms and 170/60 in 
both legs. Oscillometric determinations were normal as were 
skin temperature readings. Ballistocardiograms revealed a 
decidedly elevated cardiac output. Because of the location of 
the fistula, it was impossible to obtain readings with the fistula 
closed by compression. Blood volume was determined by the 
use of the dye T 1824, and the determined volume was found 
to be increased by 2,150 cc. over the estimated normal. It was 
impossible to determine the venous pressure in the region of the 
fistula because of the occurrence of venospasm when an attempt 
was made to pass a cardiac catheter. However, venous blood 
was obtained from near the site of the fistula and was found 
to be the same as an arterial sample taken at the same time. 
The peripheral venous pressure was normal. Roentgen exami- 
nation revealed a much enlarged cardiac shadow with slight 
widening in the upper mediastinum and with minimal congestive 
changes in the lungs. Fluoroscopy at this time revealed a pul- 
sating mass behind the right sternoclavicular junction with 
enlargement of the outflow tract of the left ventricle and also 
enlargement of the right ventricle. Laboratory results were 
as follows: urine albumin, 110 mg. per 100 cc.; red cell count, 
3,500,000 ; hemoglobin, 13 Gm.; hematocrit, 40 mg., and Kahn 
reaction 4 plus, with 360 Kahn units. Spinal fluid was normal. 

Course in Hospital—The patient had been previously digital- 
ized. This treatment was continued, along with strict bed rest 
and a low salt diet for one month, during which time he 
received adequate antisyphilitic therapy with penicillin. The 
roentgen appearance of the chest did not appreciably change 
with strict bed rest. On March 10, 1949 phlebotomy was per- 
formed and 500 cc. of blood withdrawn. On March 11, 1949 
operation was performed. The preoperative impression was that 
the fistula probably involved the base of the subclavian artery 
on the left. The approach used was the same as that reported 
by Elkin,? with resection of the clavicle, division of the sternum 
and partial resection of the sternum. The veins of the chest 
wall were greatly dilated and numerous. After removal of the 
proximal half of the clavicle, the cartilage of the first rib and 
a portion of the manubrium, the tremendously dilated plexus of 


2. Elkin, D. C.: 


Arteriovenous Aneurysm: The Approach to the 
Innominate Vessels, J. A. M. £ 


A. 129: 26-27 (Sept. 1) 1945. 
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veins was encountered, the major one being the internal mam- 
mary. This vessel was divided and ligated. The subclavian 
and internal jugular veins were identified and dissected free 
and found to be greatly dilated. Ligatures were passed 
around these vessels but not tied. The sternum was split down 
to the second interspace and retracted, care being taken to 
dissect the mediastinal structure from the under surface of the 
sternum. The site of the fistula could be palpated, and arterial 
blood could be seen swirling into the left innominate vein. At 
this point it was possible to compress the fistula with the 
finger and to obliterate the thrill and murmur. It was noted 
that on obliteration of the fistula there was a pronounced slow- 
ing of the pulse rate and elevation of diastolic blood pressure. 
The left innominate vein was isolated proximal to this site of 
the fistula, and a ligature was passed around the vein but not 
tied. In an attempt to dissect posteriorly, to isolate the sub- 
clavian and carotid arteries, a rent was made into the innomi- 
nate vein resulting in a sudden loss ef a large amount of blood. 
Bleeding was controlled by the introduction of a finger into 
the vein and into the fistula, with traction applied on the 
previously placed ligatures on the involved veins. The-examin- 
ing finger at this point could identify the orifices of the three 
major branches of the arci: ui the aorta; hence it was definitely 
known that the fistula involved the anterior wall of the arch of 
the aorta, with direct communication to the left innominate 
vein. During the episode of bleeding and subsequent manipu- 
lation, the patient’s pulse rate became grossly irregular. This 
arrhythmia was brought under control by the use of intra- 
venously administered procaine hydrochloride, 250 cc. of 0.1 
per cent solution. It was impossible to do any more dissection 
because of the rent in the vein and the necessity of stopping 
the gross bleeding. To accomplish the hemostasis a large curved 
clamp was applied underneath the finger which had been 
inserted into the vein, and by slow removal of the finger and 
closing of the clamp, the rent in the vein was secured. The 
ligatures which had previously been placed on the innominate, 
subclavian and internal jugular veins were now tied, and the 
veins were divided. This completely isolated the segment of 
vein involving the fistula, and this vein was securely clamped 
at the site of the rent. A number of mattress sutures of black 
silk were introduced underneath the clamp in order that the 
lumen of the vein might be completely obliterated. No bleed- 
ing occurred when these sutures were tied and the clamp 
released. A few additional sutures were used to imbricate the 
vein wall so as to form a firm, solid wall overlying the fistular 
opening. To further reinforce this layer a sheet of polyethylene 
(polythene,® irritant, solvent cast, type NV-7-14, with dicetyl 
phosphate *) was laid over the area and held in place with a few 
small silk sutures. During the dissection an opening had been 
made in the pleura on the left. This opening was enlarged to 
permit more adequate exposure of the superior mediastinum. 
The wound was closed by replacement of the retracted sternum 
and replacement of the pectoral muscle, which had been reflected. 
A closed thoracotomy tube was inserted and connected to an 
empyema bottle. Except for the occurrence of pleural effusion, 
which required thoracentesis, the patient’s convalescence prog- 
ressed satisfactorily. It was necessary to give transfusions 
to correct an anemia which developed. There were never any 
signs of cardiac failure after operation. The patient’s pulse 
remained slow, and his pulse pressure approached normal. 
Serial electrocardiograms and roentgenograms of the chest 
revealed progressive improvement. The enlargement of the 
liver rapidly disappeared. The patient lost approximately 25 
pounds (11.3 Kg.) in the first two weeks after operation. It 
was believed that this loss of weight represented, for the most 
part, loss of edema fluid and excess blood volume. Postopera- 
tive determination of blood volume showed 300 cc. above the 
estimated normal. Cardiac output was similarly reduced. When 
examined in December 1949, the patient had no symptoms 
except for slight residual pain in the left shoulder, and he had 
regained his normal weight of 155 pounds (70.3 Kg.). Blood 
pressure was 120/80, and the pulse rate was 70. 





3. Supplied by E. I. DuPont de Nemours, Cellophane Division, Wil- 
mington 98, Del. 
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SUM MARY 

A case of arteriovenous fistula involving the thoracic 
aorta is reported. The observations are consistent with 
those previously reported in arteriovenous fistulas, 
namely, increased blood volume, increased cardiac out- 
put, progressive cardiac enlargement and eventual 
cardiac failure, which, after successful obliteration or 
removal of the fistula, can be permanently cured. 


PULMONARY CHANGES IN UREMIA 


HYMAN E. BASS, M.D. 
. and 
EMANUEL SINGER, M.D. 
New York 


In recent years attention has been drawn to certain 
roentgenographic and pathological changes observed in 
the lungs associated with uremia. Although these 
changes seem to follow a certain pattern, there is no 
general agreement on their pathogenesis. The descrip- 
tions of these pulmonary alterations have not been 
numerous; on the contrary, there are few reports in 
the literature correlating the clinical, roentgenographic 
and pathological pulmonary changes in uremia. 

In 1932 Ehrich and McIntosh' reported the patho- 
logical changes in the lungs of 3 patients dying from 
Bright’s disease. They found fresh areas of pneumonia 
associated with older, more extensive areas of bronchio- 
litis obliterans. They recognized that these changes 
differed from those of the bronchiolitis seen after 
infectious pneumonias or exposure to chemical irritants. 
They believed that some toxic or metabolic factor 
resulted in edema and congestion with formation of an 
exudate which failed to resorb and then went on to 
organization. 

In 1934, while studying the roentgenographic changes 
of the lungs in heart failure, Roubier and Plauchu ” 
noted that three of their patients who had hypertensive 
heart failure with uremia presented a characteristic 
roentgenologic appearance of the chest. Their patients 
had increased densities confined to the hilar and inner 
zones of the lung fields, leaving the peripheral lung 
areas relatively clear. They called this condition 
“uremic” edema of the lungs. 

In subsequent years several more descriptions of this 
condition appeared. Some of the reports were of cases 
which terminated fatally. In the nonfatal cases the 
shadows in the lungs were observed to disappear in a 
few days as the patients improved clinically. This 
clearing was attributed by some to a fall in blood urea, 
by others to relief of heart failure. In some cases the 
shadows were unilateral, in others bilateral. Physical 
signs of pulmonary edema were frequently absent or 
minimal. The condition was not reported in patients 
without renal azotemia. 

In 1941 Rendich, Levy and Cove®* described the 
pulmonary manifestations of azotemia and pointed out 
its occurrence in only a small percentage of patients 





= From the Department of Pulmonary Diseases, Jewish Memorial 
ospital. 

Drs. David Greenberg, Milton A. Miller and Philip Krainin permitted 
publication of these cases. Drs. Alfred Angrist and Alfred Schwarz 
assisted in interpretation of the pathological material. 

1. Ehrich, W., and McIntosh, J. The Pathogenesis of Bronchiolitis 
jan) 1982 Observations in Cases of Bright’ s Disease, Arch, Path. 13: 69 
(Jan.) 1932. 

2. Roubier, C., and Plauchu, M.: Sur certains aspects radiographiques 
de l’edéme pulmonaire chez les cardiorénaux azotémiques, Arch. méd.-chir. 
de l’app. respir. 9: 189, 

3. Rendich, R. A.; Levy, A. H., and Cove, A. M.: remand Mani- 
festations of Azotemia, Am. J. Roentgenol. 46: 802, 194 
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having nitrogenous retention. The degree of elevation 
of the blood nitrogen did not parallel the amount of 
lung changes. Decided pulmonary changes occurred 
with only slight elevation of blood urea. They failed to 
find roentgen evidence of pulmonary edema in 50 uremic 
patients, selected at random, who were free from signs 
of heart failure. They considered the condition to be 
related to left ventricular failure. 





Fig. 1 (case 1).—Roentgenogram shows flufty densities in the inner 
lung zones. The periphery of the lung is clear. The cardiac shadow is 
enlarged 





Fig. 2 (case 5).—Roentgenogram shows dense pneumonic infiltrations in 
both lungs extending outward from the hilar areas. The lung apexes 
and bases are aerated. The outline of the cardiac shadow is not well 
visualized. 


In 1944 Dock* contributed to an understanding of 
the pathological physiology of the azotemic lung. He 
suggested that the condition should be called “pul- 
monary hyperemia with acidosis.” He believed that 
the acidosis and air hunger in these patients prevented 





4. Dock, W.: The Evil Sequelae of Complete Bed Rest, J. A. M. A. 
125: 1083 (Aug. 19) 1944. 
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the collapse of the peripheral alveoli and that this 
explained the localization of the pulmonary shadows to 
the inner lung zones. 

An important contribution to the understanding of 
the pathologic changes of the uremic lung was made by 
Doniach* in 1947. He reported five cases, four of 
which were studied histologically. The intensity of 
roentgen changes in the lungs were out of proportion 
to physical signs in the chest, which were minimal, 
These cases showed features of left ventricular failure, 
with a history of recent attacks of paroxysmal nocturnal 
dyspnea, normal or moderately raised jugular pressure 
and little if any peripheral edema. Although blood urea 
levels were high, there was no obvious correlation with 
the intensity, appearance or disappearance of the 
shadows in the lungs. 

Finally, more recently, Barden and Cooper ° included 
“uremic pneumonia” as one of the conditions associated 
with increased vascular permeability of the lung, along 
with other conditions such as acute rheumatic fever, 
lupus erythematosus, periarteritis nodosa, epidemic 


influenza, beriberi and eclampsia. 
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Fig. 3 (case 5).—Roentgenogram shows decided clearing of both Jun 
after relief of left ventricular failure. The heart shadow is decidedly 
enlarged. 


REPORT OF CASES 

In one year (1949) there were observed at the 
Jewish Memorial’ Hospital five patients who showed 
clinical and roentgen evidence of uremic changes in 
the lungs. Four of these patients were studied with 
special reference to the histological changes in the lungs. 

Case 1.—History—A white man aged 48 was apparently in 
good health until six weeks prior to admission, when he con- 
sulted his family physician because of a feeling of numbness 
in his face and finger tips. He also noted a persistent cough 
associated with much expectoration. He brought up some dark 
blood-tinged sputum. 

Physical Examination—The patient was well developed and 
moderately well nourished. Fundus examination revealed 
spastic arterioles, dilated veins and arteriovencus nicking. 





5. Doniach, I.: Uremic Edema of the Lungs, Am. J. Roentgenol. 
58: 620, 1947. 

6. Barden, R. P., and Cooper, D. A.: The Roentgen Appearance of 
the Chest in Diseases Affecting the Peripheral Vascular System ; 
Lungs: Conditions Associated with Increased Vascular Permeability, Radi- 
ology 51: 44, 1948. 
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Some exudates and old’ hemorrhages were present in both 
fundi. The heart was enlarged to the left with sounds of good 
quality. A harsh systolic murmur was heard over the apex 
and over the aortic area; the aortic second sound was greater 
than the pulmonic second sound. Blood pressure was 250/150. 
Moist rales were heard at both bases posteriorly, more pro- 
nounced over the right base. The liver was enlarged 3 finger- 
breadths. A roentgenogram of the chest (fig. 1) taken one day 
after admission revealed a dense infiltration extending from the 
right hilum through the lower half of the right pulmonary field. 
There was an infiltration extending from the left hilum to the 
middle third of the left pulmonary field. 

Progress in the Hospital—-The patient was treated with 
digitalis and meralluride injection. The blood urea nitrogen 
and creatinine levels were decidedly elevated. He became rest- 
less and disoriented and required much sedation. His breath- 
ing became labored, and he finally expired after nine hospital 
days. 

Necropsy.—Postmortem examination revealed extensive 
arteriolar .nephrosclerosis, left ventricular hypertrophy and 
coronary sclerosis. The microscopic examination of the lungs 
revealed an early fibrinous alveolitis. The interalveolar sep- 
tums were thickened and showed pronounced congestion. 

Case 2.—History.—A man aged 58 became ill 10 weeks before 
admission, complaining of shortness of breath and difficulty in 
sleeping. Just prior to admission, he began to complain of 
generalized weakness, tiredness and dizziness. 

Physical Examination—The patient was an acutely ill, 
stuporous, restless, well developed man. Moist rales were 
heard at both lung bases. The heart was enlarged to the 





Fig. 4 (case 5).—Section of lung. Low power view shows generalized 
thickening of the alveolar septums. There is a pronounced fibrinous 
alveolitis present. Hyalinization of the intra-alveolar exudate is seen in 
Many areas. 


left. A systolic murmur was heard over the apex. The 
blood pressure was 110/70. There was extensive pitting edema 
of both extremities. Use of a portable x-ray unit for exami- 
nation of the chest, one day after admission, revealed cardiac 
enlargement with chronic pulmonary congestion. 
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Progress in the Hospital—The patient manifested progres- 
sive uremia and acidosis. He was given glucose in saline 
solution intravenously in an effort to promote kidney function 
and to combat the persistent uremia. Peritoneal lavage was 
considered, but it was believed that since the kidney changes 
were not reversible there was no indication for that procedure. 


v 








Fig. 5 (case 5).—Section of Lung. High power view shows alveolus 
with beginning hyalinization of the intra-alveolar exudate, which contains 
numerous macrophages. A pseudohyaline membrane can be seen lining 
the alveolar wall. 


The blood pressure fell to 90/60. Breathing became noisy and 
labored, and peripheral circulatory failure developed. The 
patient expired after eight hospital days. 

Necropsy. — Postmortem examination revealed arteriolar 
nephrosclerosis and hypertrophy and dilatation of all the cardiac 
chambers, in addition to coronary sclerosis, thrombosis of 
the right pulmonary artery and mural thrombi of the right 
auricle and left ventricle. Sections of the lung showed early 
fibrinous alveolitis and hyperemia of the alveolar septums with 
thickening of their walls. 

Case 3.—History—A white man, aged 76, for the past few 
years had been under treatment for uremia and a heart con- 
dition. The night before admission he had severe retrosternal 
pain which was partly relieved by whisky. The pain recurred 
on the day of admission, and hospitalization was advised. 

Physical Examination.—The patient was exceedingly dyspneic 
and cyanotic and was perspiring freely. The neck revealed con- 
siderable venous congestion. The chest was clear to percussion 
and auscultation. The heart was enlarged to the left. There 
was a faint systolic murmur. The blood pressure was 124/50. 

Progress in the Hospital—Decided uremia was found. The 
patient remained afebrile at all times during his hospital stay. 
The treatment consisted of digitoxin, oxygen and sedation and 
was otherwise merely supportive. The patient remained drowsy, 
complaining frequently of substernal pain. The patient died on 
the eleventh hospital day. 

Necropsy.—No roentgenograms were taken of this patient 
during life. However, examination by the pathologist revealed 
typical “uremic” lungs, with extensive fibrinous alveolitis, many 
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of the alveoli showing hyalinization of the intra-alveolar exudate. 
Congenital polycystic kidneys were found as the cause of the 
uremia, associated with coronary sclerosis, left ventricular 
hypertrophy and uremic pericarditis. 

Case 4.—History—A woman aged 50 was admitted to the 
Jewish Memorial Hospital on July 4, 1949. One year before 
admission, she had noted increasing dyspnea on exertion. Four 
months before admission swelling of the ankles developed. Her 
symptoms increased in severity until she sought hospital care. 

Physical Examination—The patient showed a _ moderate 
degree of dyspnea and cyanosis. The blood pressure was 
250/150. The heart was enlarged to the left; a systolic murmur 
was heard at the apex. A few rales were heard in the lungs. 
The liver was palpated 1 fingerbreadth below the costal margin. 
Small éxudates were noted in both eyegrounds. An electro- 
cardiogram showed changes of left ventricular strain. 

Progress in the Hospital—During the early part of her stay 
in the hospital, few physical signs were noted in the chest. A 
chest roentgenogram taken on her admission to the hospital 
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tory wheeze, and coarse moist rales and rhonchi were heard 
throughout both lung fields. The heart was enlarged to the 
left. The blood pressure was 200/120. A roentgenogram of 
the chest on his admission (fig. 2) showed dense conglomerate 
shadows in the inner lung zones. The lung bases and apexes 
were clear. The heart shadow was decidedly enlarged. After 
treatment of this patient for the left ventricular failure which 
he presented on admission, well defined regressive changes were 
noted on the chest roentgenogram (fig. 3). 

Course in the Hospital—-After slight improvement of the 
patient during the first hospital days, his condition became 
gradually worse, with severe hemoptysis. He showed severe 
progressive uremia and acidosis. He became restless, started 
to vomit and had a pericardial friction rub. The patient went 
into coma with labored respirations and finally died on the 
twentieth hospital day. 

Necropsy.—Postmortem examination revealed chronic glo- 
merular nephritis, left ventricular hypertrophy and uremic peri- 
carditis with effusion. Sections of the lung (fig. 4) showed 


Summary of Data in Five Cases of Uremia with Lung Changes 


Post- 
mortem 
Crea Lung Blood Exam- 
Case Date Nitrogen* Creatinine* COct Changes} Pressure ination Cause of Uremia Associated Heart Disease 
1 7/13/49 118.0 10.0 avée 4+ 250/120 Yes Arteriolar nephro- Hypertensive heart disease 
7/18/49 110.0 = isi ik | aioe sclerosis 
2 8/12/49 73.0 3.5 31.0 1+ 110/70 Yes Arteriolar nephro- Arteriosclerotiec heart dis. 
8/13/49 87.8 ts en sia «alphas sclerosis ease, hypertrophy and dil 
ty b ‘ preg atation of al! cardiac 
8/15/49 103.0 6.4 22.6 eee 0lC(‘(“‘(ié‘«( OS chambers 
8/17/49 85.0 bas see a. —- mene 
3 4/17/46 79.0 78 sete ease 124/50 Yes Congenital poly- Coronary sclerosis, and hy- 
4/26/46 Rie 38 en Se we M. cystic kidneys pertrophy (left) 
5/13/49 97.5 wear ease Sond (ss 
4 7/ 5/49 69.7 mde ous’ 4+ 250/150 No Undetermined Hypertensive heart disease 
7/ 6/49 70.0 4.9 ocee ee 
7/ 8/49 78.0 ecee 42.8 ecco 0 (its«*N ww ww 
7/11/49 80.5 ecco eves LH avseces 
7/13/49 76.0 5.2 50.4 “660 0—(ié‘«é WW 
7/22/49 97.5 78 38.4 GH i cescces 
) 11/28/49 140.0 eeee oces 4+ 200/120 Yes Chronie glomerular Hypertensive heart disease 
11/30/49 Se 16.0 wn are ensues nephritis 
12/ 5/49 164.0 16.8 seee ae =i“ Ce mbeans 
12/ 6/49 188.0 18.4 22.1 “0 j°- see¢kec 
12/ 9/49 196.0 18.6 19.2 >> i <meaveer 


* Expressed in milligrams per 100 ce. 
t Carbon dioxide combining power expressed as volumes per cent. 
t No roentgenogram in case 3. 


revealed fluffy shadows extending outward from the inner hilar 
lung zones. The heart shadow was enlarged. In spite of this 
alarming roentgen picture, the patient exhibited few signs in 
the chest and appeared quite comfortable. A repeat chest 
roentgenogram taken after she had been treated for left 
ventricular failure showed appreciable clearing of the pulmonary 
shadows. However, left ventricular failure again developed and 
the picture of the azotemic lung reappeared. She gradually 
manifested increasing azotemia and acidosis. Despite sup- 
portive measures she expired after a convulsion 22 days after 
admission. 

Comment.—Postmortem examination was not performed. 
However, the clinical and roentgenologic chest observations were 
characteristic of the pulmonary shadows seen in the azotemic 
patient in left ventricular failure. These shadows showed 
pronounced clearing after treatment of her left ventricular 
failure, only to recur as her cardiac condition deteriorated. 

Case 5.—A white youth aged 17 was admitted to the Jewish 
Memorial Hospital with a history of cough, decided cyanosis, 
dyspnea and hemoptysis of two days’ duration. The patient 
had had nephritis for the past five years. 

Physical Examination—The patient was a well developed, 
well nourished youth, acutely ill, dyspneic, extremely pale and 
slightly cyanotic with a dry skin. There was a slight inspira- 


severe fibrinous alveolitis with hyaline changes in the alveolar 
septums. Many of the alveoli showed extensive hyalinization of 
the intra-alveolar exudate with a pseudohyaline membrane lining 
the alveolar walls (fig. 5). 


COMMENT 

The preceding case reports illustrate the characteristic 
pulmonary findings of these uremic patients. The clin- 
ical, roentgenographic and pathologic changes observed 
in these five cases have been summarized in the accom- 
panying table. 

From the roentgenographic standpoint, the usual 
observations are the extensive fluffy shadows seen in 
the inner lung zones; these are frequently out of pro- 
portion to the general appearance of the patient, who 
may show only moderate dyspnea and few abnormal 
physical signs in the chest. Although the shadows may 
superficially resemble those of sarcoidosis, pneumonia, 
tuberculosis or fungous diseases, a fairly constant fea- 
ture is an enlarged cardiac shadow. This observation 
should lead the roentgenologist to consider the pos- 
sibility of uremic lung changes. 
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shadows quickly disappear 
as the left ventricular failure is alleviated. These rapid 
changes, which were observed in cases 4 and 5, should 
aid in the differentiation of the uremic lung from 
other pulmonary conditions. 

The appearance of these shadows has been explained 
on the basis of altered permeability of congested alveolar 
capillaries as the result of left ventricular failure. These 
capillaries leak coagulable fluid so that widespread 
edema may be produced by a moderate rise in pul- 
monary capillary pressure. The coagulated exudate 
may interfere with arterial oxygen saturation and 
further increase capillary permeability. 

Why does the periphery of the lung escape these 
changes? Some evidence on the importance of increased 
motion of the lung periphery has been given by Drinker 
and Warren.’ They have shown that a quiescent lung 
produces almost no lymph from the large collecting 
trunks. They expressed the opinion that this factor 
may explain the appearance of the uremic exudate in 
the inner lung zones, where motion of the lung is 
slight compared to that in the periphery of the lung. 
Dock * compared the lung to a fan which opens and 
about a relatively stationary hilum. In the 
central portion of the lung the respiratory excursion 
is less and stasis is greater. The increased capillary 
hydrostatic pressure due to greater stasis, in his opinion, 
is responsible for the central edema. The factor of 
acidosis in maintaining a clear lung periphery as pre- 
sented by Dock has already been mentioned. 

The outstanding microscopic features of the uremic 
lung in these cases were (1) the thickened alveolar 
septum, frequently showing pronounced congestion of 
the alveolar capillaries, (2) fibrinous alveolitis showing 
various stages of hyalinization of the intra-alveolar 
exudate and (3) presence of a pseudohyaline mem- 
brane. It is conceivable that the cases of bronchiolitis 
obliterans reported by Erich and McIntosh represented 
the ultimate result of this process. 

The role of vascular damage in the uremic lung has 
not been clarified. Barden and Cooper ® include the 
uremic lung with toxic and hypersensitivity states 
resulting in increased vascular permeability. More 
specifically, Holman and Swanton °® have produced acute 
necrotizing arteritis in dogs by controlling two factors, 
diet and renal efficiency. Uremia induced in dogs fed 
on a diet containing cod liver oil or beef fat regularly 
resulted in acute necrotizing arterial lesions, presumably 
due to a toxic lipid factor. Whether similar arterial 
lesions are present in the uremic lung in humans can- 
not be stated at this time. 


In addition, the extensive 
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SUMMARY AND CONCLUSION 

1. Five cases involving pulmonary changes in the 
lungs associated with uremia have been described. 

2. An attempt has been made to correlate the clinical, 
roentgenographic and pathological changes observed in 
these cases. 
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ACUTE DIVERTICULITIS OF THE CECUM 
A Report of Five Cases 


JOHN J. BYRNE, M.D. 
ALPHONSE C. KALLAN, M.D. 
and 
ALAN A. BASSETT, M.D. 
Boston 


Acute diverticulitis of the cecum is an uncommon 
disease. Anderson‘ recently reviewed the literature 
and found 91 cases of this condition and added nine 
cases reported from the Mayo Clinic. Since his review, 
24 additional cases have been reported.? It is the 
purpose of this paper to present five cases which have 
been observed at the Boston City Hospital. This brings 
the total number of cases of diverticulitis of the cecum 
reported in the accessible literature to 126. The accom- 
panying table is a summary of the five cases from the 
Boston City Hospital. 


REPORT OF CASES 


Case 1—F. C., a 33 year old white married man, entered 
the hospital with abdominal pain of two days’ duration. Two 
days before his entry crampy epigastric pain associated with 
anorexia and nausea but no vomiting or diarrhea had developed. 


Summary of Five Cases of Diverticulitis of the Cecum Observed 
at the Boston City Hospital 


Condi- 
Preoperative Operative . tion on 
Case Age Sex Diagnosis Diagnosis Treatment Discharge 
1 33 M_ Appendicitis Tumor Hemicolectomy Improved 
2 50 M_ Appendicitis Diverticulitis Conservative Improved 
3 24 F Appendicitis Diverticulitis Excision of Improved 
diverticulum 
4 25 F Appendicitis Tumor Hemicolectomy Improved 
5 34 Intestinal Diverticulitis Excision of Improved 
obstruction diverticulum 


Eight hours before his admission the pain shifted to the right 
lower abdominal quadrant, became continuous and _ steadily 
increased in severity. A review of the systems and the past 
history were noncontributory. Local abdominal examination 
revealed moderate tenderness in the right lower quadrant 
associated with rebound tenderness referred to the same area. 
Rectal examination revealed tenderness deep in the right pelvis. 
The urine was normal, and the white blood cell count was 
17,400. 

A preoperative diagnosis of acute appendicitis was made and 
the abdomen opened through a right rectus muscle-retracting 
incision with the patient under spinal anesthesia. The appendix 
was found to be normal. On the posterior wall of the cecum 
there was discovered a firm mass, 4 cm. in diameter and 2 cm. 
in thickness, presenting an irregular surface on the mucosal 
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aspect. An operative diagnesis of carcinoma was made, and it 
was decided to resect the right colon. A first stage Mikulicz 
procedure was performed, and the patient left the operating 
room in good condition. - Several days later the loop of the 
bowel was removed with the patient under thiopental sodium 
(pentothal®) anesthesia, and on the twelfth postoperative day 
the spur between the ileum and the transverse colon was 
broken down. The patient was discharged and returned in two 
months for closure of the colostomy. 

The pathological report disclosed that 6 cm. above the ileo- 
cecal valve there was an opening in the mucosa of the cecum 
leading into a sinus tract 2.5 cm. in length and 1 cm. in diameter 
and ending blindly in the posterior pericecal tissue. Microscopic 
examination revealed acute inflammation surrounding _ this 
diverticulum. 

Case 2.—S. R., a 50 year old married white man, entered 
the hospital complaining of abdominal pain. Twelve hours 
before his entry steady epigastric pain developed, which localized 





Fig. 1.—Flat plate roentgenogram of abdomen demonstrating two opaque 
fecoliths present in the diverticulum of the cecum in case 


in the right lower quadrant six hours later and became steadily 
more severe. There was some associated anorexia but no 
nausea or vomiting. A review of the systems and the past 
history were noncontributory. Local abdominal examination 
demonstrated tenderness in the right lower quadrant with 
associated muscle spasm. Rectal examination revealed no 
abnormalities. The urine was normal. The white blood cell 
count was 13,600. 

A preoperative diagnosis of acute appendicitis was made and 
the abdomen opened through a right rectus muscle-splitting 
incision with the patient under spinal anesthesia. A normal 
appendix was found. Further examination revealed the pres- 
ence of several small diverticula and one large 2 by 3 cm. 
diverticulum in the cecum. The latter appeared to be the 
seat of an acute inflammatory reaction. A routine appendectomy 
was done, and the diverticula were left untouched. The 
abdomen was closed in layers, and the patient left the operating 
room in good condition. The wound sutures were removed on 
the ninth day of a normal postoperative course, and the patient 
was discharged improved. 
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Case 3.—E. M., a 24 year old white woman, entered the 
hospital with a two day history of dull, continuous pain in the 
right jower quadrant. There was slight nausea, with one 
episode of vomiting at the onset of the pain. A review of the 
systems and the past history were noncontributory. Physical 
examination revealed a well developed and well nourished white 
woman in no acute distress. Tenderness and muscle spasm 
were present in the right lower quadrant, and rebound tender- 
ness referred to this area was elicited. Rectal examination 
revealed moderate tenderness in both right and left vaults. 
The urine was normal. The white blood cell count was 13,000, 

A preoperative diagnosis of acute appendicitis was made and 
the abdomen explored through a right rectus muscle-splitting 
incision with the patient under spinal anesthesia. A walnut- 
sized firm mass was found on the anterolateral aspect of the 
cecum at the level of the ileocecal valve. Further dissection 
revealed that this was a diverticulum with its walls thick and 
edematous. No fecolith was present. The diverticulum was 
excised and routine removal of a normal appendix performed. 
The abdomen was closed in layers, and the patient left the 
operating room in good condition. She had a normal post- 
operative course, and the skin sutures were removed on the 
seventh postoperative day. The wound healed per primam, 
and the patient was discharged improved. 


Case 4.—E. R., a 25 year old white married woman, entered 
the hospital complaining of abdominal pain. Four days before 


crampy periumbilical pain had developed, which shifted in 


several hours to the right lower quadrant. The pain in this 
region became dull and continuous, was aggravated by motion 
but was not associated with nausea or vomiting. A review of 
the systems and the past history were noncontributory. Local 
abdominal examination demonstrated tenderness and rigidity in 
the right lower quadrant, with rebound tenderness referred 
to this same area. Rectal examination revealed tenderness 
deep in the right pelvis. The urine was normal, the white 
blood cell count 8,000 and the temperature 100.3 F. 

A preoperative diagnosis of acute appendicitis was made and 
the abdomen explored through a right rectus muscle-splitting 
incision with the patient under spinal anesthesia. The appendix 
was normal, but a hard mass was discovered attached to the 
anteromedial wall of the cecum one-half inch (1 cm.) above 
the ileocecal valve. The operator felt that this mass repre- 
sented a carcinoma, and accordingly a resection of the right 
side of the colon was performed, with a side to end anastomosis 
between the ileum and the ascending colon. The wound was 
closed in layers, and the patient left the operating room in 
good condition. The postoperative course was uneventful, 
and she was discharged on the thirteenth postoperative day with 
the wound healed per primam. The pathology report was as 
follows: “The cecum has, on its anterior surface at the level 
of the ileocecal valve, a firm, outpocketing mass 3 by 3 by 2 cm. 
in size filled with feces. The serosal surface is injected. The 
wall is 0.5 cm. thick and is firm but gray-red, and different 
from the normal gray-white wall of the rest of the specimen. 
Microscopic examination revealed acute inflammation in the 
wall of this diverticulum.” 


Case 5.—R. Mcl., a 34 year old white man, was admitted 
to the hospital complaining of abdominal pain. Four days 
before his entry chills and fever developed, and on the following 
day there occurred, generalized crampy abdominal pain which 
became increasingly more severe and shifted to the right lower 
quadrant. The pain continued in this area, and on the day of 
admission he began to vomit small amounts of “greenish fluid.” 
There had been no bowel movements since the onset of symp- 
toms. A review of the systems was noncontributory, but 
the past history revealed that in 1926 he was operated on for 
appendicitis at St. Mary’s Hospital, Inverness, Nova Scotia. 
A report from. this hospital received postoperatively stated 
that on Jan. 12, 1926, a right rectus incision was made and 
revealed free pus in the abdomen. The omentum was wrapped 
over the appendix, which was gangrenous and lying against the 
anterior abdominal wall. The appendix was removed and the 
abdomen closed in layers, around two soft rubber drains. The 
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patient made a good recovery but returned one year later for 
an abscess of the abdominal incision, which was incised and 
drained without incident. 

Physical examination revealed a white man who was acutely 
ill. Moderate spasm and tenderness were present throughout 
the entire abdomen but were most marked in the right lower 
quadrant and the right flank. There was notable rebound 
tenderness referred to the right lower quadrant. Rectal exami- 
nation revealed no tenderness or masses. The temperature was 
102 F. The urine was normal save for the presence of acetone. 
The white blood cell count was 17,500 and the hemoglobin 
content 14.5 Gm. A flat plate roentgenogram of the abdomen 
showed loops of distended small bowel across the lower region 
of the abdomen and two opaque bodies approximately 2 by 3 cm. 
in size in the region of the right iliac crest which were overlain 
by loops of distended small bowel (fig. 1). No opaque bodies: 
were noted in the region of the gallbladder. 

It was felt preoperatively that this man had an inflammatory 
process. in the right lower quadrant associated with ileus and 
that operation was imperative. The most likely possibility was 
that he had intestinal obstruction with a strangulated ‘loop of 
bowel caught at the site of the previous operations. The second 
possibility was that a perforation was present in the cecum at the 
site of an appendix stump. The presence of the opaque bodies 
in the region of the inflammation was confusing. It was felt 





Fig. 2.—Photographs of fecoliths in case 5. The two small fragments 
represent one fecolith which split while being examined postoperatively. 


that they were not ureteral calculi or biliary calculi but were 
calcified mesenteric glands. This, of course, raised the third 
possibility that a tuberculous process might have been the seat 
of a perforation. The fourth choice was a diagnosis of a 
perforated Meckel diverticulum with the opaque bodies repre- 
senting fecoliths in the diverticulum. 

The abdomen was explored through a right rectus muscle- 
splitting incision with the patient under spinal anesthesia. 
Dilated loops of small bowel presented immediately, which were 
packed away. A small amount of free purulent fluid was pres- 
ent in the right lower quadrant, and it was felt that this was 
coming from the under surface of the cecum. The cecum was 
mobilized by cutting its lateral peritoneal attachment, and a 
perforation was found on the posterior surface from which 
Further dissection revealed that this 
perivration was not in the cecum but in a 5 by 2 cm. appendage. 
This appendage was dissected from the posterior wall of the 
cecum and was excised. Its base was inverted with two layers 
of 0 chromic surgical gut on an atraumatic needle. No appendix 
was found. A stab wound was made in the flank and a Penrose 
drain inserted to the area of the perforation. The wound was 
closed in layers. The patient returned to the ward in good 
condition. 


ye pus exuded 


During the course of the dissection, one of the previously 
seen opaque bodies protruded from the perforation and proved 
to be a fecolith. The second fecolith was removed from the 
specimen after the operation (fig. 2). 


CECUM—BYRNE ET AL. 825 


Postoperatively the patient was placed on intubation with a 
Harris tube and was given penicillin, streptomycin and intrave- 
nous doses of sulfadiazine. The Harris tube was removed on 
the third day. The flank drain was removed on the seventh 
day, at which time the temperature was normal and the wound 
clean. Chemotherapy was stopped and the patient discharged 
improved on the sixteenth postoperative day. A barium enema 
was given in the outpatient department six weeks later and 
revealed no delay or obstruction of passage of the barium into 
the terminal portion of the ileum, no intrinsic lesion of the cecum 
or ileum, some distortion at the tip of the cecum and an intact 
visible mucosal pattern. 

Culture of material obtained at operation showed Bacterium 
coli, Bacillus faecalis alcaligenes and enterococci. 

The pathological report stated: “the specimen consists of what 
appears to be a previously opened diverticulum of intestine, 
5 by 2.5 cm. in diameter. The serosal surface is coated by a 











Fig. 3.—Photomicrograph of wall of the cecal diverticulum in case 5 
This reveals the colonic mucosa of the diverticulum. 


thin sheet of gray material. The wall is thickened and 
edematous, and the mucosa is soft, velvety, pink-gray and coated 
with a mucopurulent material. There is a globule of fatty pink 
tissue 1.5 cm. in diameter attached to the surface. Microscopic 
examination reveals acute inflammation and marked peritonitis.” 
Figure 3 demonstrates that the mucosal pattern of the wall 
of the diverticulum resembles normal colon. 


COMMENT 

The average age of patients with acute diverticulitis 
was found by Anderson ' to be 39 years. In the addi- 
tional case reports * and in the cases presented from the 
Boston City Hospital, the average age was 38, with the 
age range between 12 and 65 years. The sex ratio is 
about 1 to 1 in all reported series. 

In the majority of cases of this disease the symptoms 
and signs are those of an inflammatory process in the 
right lower abdominal quadrant. Naturally, in most 
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cases a preoperative diagnosis of acute appendicitis is 
made. In Anderson’s series’ such a diagnosis was 
made in 84 per cent of the cases. It was made in four 
of five of the Boston City Hospital cases. 

More rarely, the underlying inflammation may be 
chronic in nature and manifest itself by recurrent or 
long-standing discomfort in the right lower quadrant. 
A barium enema given to the patient will usually show 
a cecal defect, and the possibility of a tumor will have 
to be resolved at laparotomy. Rarely, the presence of 
diverticula may be revealed by a barium enema and 
the true nature of the disease made manifest.* 

The exact incidence of fecoliths in this condition is 
not known. Baker and Carlile* reported them in 54 
per cent of their collected 37 case reports. Beck and 
Hopkins ** found them in three of their five cases. 
They were present in case 5 and were visualized in 
roentgenograms. Indeed, the presence of such fecoliths 
may form a basis for a diagnostic triad for this condi- 
tion. Such a triad would be (1) manifestations of an 
inflammatory disease in the right lower abdominal 
quadrant; (2) history of previous appendectomy, and 
(3) demonstration of fecoliths in roentgenograms. 

The surgical treatment of diverticulitis of the cecum 
varies with the findings at operation. When the disease 
is recognized as acute diverticulitis, a simple resection 
of the diverticulum is usually all that is necessary. 
This was possible in 53 per cent of Anderson’s * series 
and was done in two of the five cases presented in this 
communication. It is felt that the conservative policy 
which was undertaken in case 2 was not sound judg- 
ment since there is no assurance that such a lesion will 
not become inflamed at a later date and perforate, 
producing generalized peritonitis. When the disease 
exists as a granulomatous process, however, it is easily 
confused with carcinoma and a resection of the right 
side of the colon may be necessary. Some type of 
resection was done in 34 per cent of Anderson’s * series 
and in two instances in this series. 

Although in the reported small series there were no 
deaths associated with either excision of the diverticula 
or with hemicolectomy, it is obvious that the ‘atter pro- 
cedure carries a higher mortality. In Anderson’s* 
cases the mortality in 53 cases of diverticulectomy was 
4 per cent, whereas the mortality was approximately 
9 per cent when some form of resection of the colon 
was performed in 34 cases. The comparison is made 
to emphasize the fact that when a granulomatous 
process is found in the cecum the diagnosis of a solitary 
diverticulitis should be entertained with the possibility 
that a simple diverticulectomy might cure the patient. 
This course of action was taken in cases 3 and 5 and 
saved the patients the added surgical risk and hospitali- 
zation attendant on hemicolectomy. 


SUMMARY 


Five cases of acute diverticulitis of the cecum are 
reported to demonstrate that this disease occurs fre- 
quently enough to be considered in the diagnosis of 
disease in the right lower abdominal quadrant. Such 
consideration at the time of operation may occasionally 
prevent needless radical operations. 
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PHEOCHROMOCYTOMA SUCCESSFULLY REMOVED 
WITH THE AID OF PIPEROXAN (BENO- 
DAINE*) HYDROCHLORIDE 


ROBERT J. KOSITCHEK, M.D. 
and 
MARCUS H. RABWIN, M.D. 
Beverly Hills, Calif. 


There is little hope of inducing a complete and 
uncomplicated cure in most patients with severe per- 
sistent hypertension. However, occasionally one finds 
a chromaffin sympathetic nerve tumor producing both 
epinephrine and arterenol (nor-epinephrine) which is 
amenable to surgical removal. We report a case that 
is of interest because of the lengthy history, the differ- 
ential diagnosis from essential and malignant hyper- 
tension, the response to a low sodium regimen, the 
question of the proper surgical approach and the diag- 
nostic and therapeutic uses of the newer adrenolytic 
substances, especially the hydrochloride salt of piper- 
oxan (benodaine*), formerly known as benzodioxan 
(2-[1-piperidylmethy]]-1,4-benzodioxan, or 933 F). 


REPORT OF CASE 

History—A. H., a white man aged 37, had always been in 
excellent health until 1940, when he first experienced a severe 
headache. He was awakened from a sound sleep by nausea, 
vomiting, chills and a severe generalized headache. A similar 
episode occurred in 1941. 

The patient gave the following description of a sudden attack 
that occurred in 1944: “I stood up because I felt a warm and 
excited feeling enveloping my entire body. It then felt as if 
a shot-put fell with a heavy thud into the pit of my stomach. 
My chest then felt as if it was about to burst, and the sensa- 
tion traveled up the back of my neck. This was followed by 
sledgehammer-like blows over my entire head which were 
synchronous with beatlike pulsations over the sides of the 
skull. It was necessary for a physician to keep me under 
the influence of narcotics for the next 72 hours.” 

These attacks continued and became more frequent. By 
1947 the patient was invalided, and on many occasions he was 
given thiopental (pentothal®) sodium intravenously to enable 
him to sleep. Many physicians and psychiatrists were con- 
sulted, and on four different occasions histamine desensiti- 
zation was attempted. Hypertension of the patient was first 
recorded in 1947, and physicians at a large hospital clinic in 
1949 made the diagnosis of essential hypertension and did an 
elective bilateral herniorrhaphy in March 1949. The family 
history is contributory only in that the mother has essential 
hypertension. 

Physical Examination—One of us (R. J. K.) first saw the 
patient on April 6, 1949. His chief complaints were urinary 
frequency, pyuria, fever, chills, blurred vision, substernal oppres- 


sion, dyspnea, headaches and excessive perspiration. The physi- * 


cal examination revealed a semistuporous, poorly nourished, 
acutely ill white man. The temperature was 103 F., the pulse 
rate 120 and the blood pressure 210 to 245 mm. of mercury 
systolic and 120 to 145 mm. diastolic. The entire body was 
covered hy a sheet of warm perspiration with a cool under- 
lying skin. Funduscopic examination revealed papilledema, 
hemorrhages and exudate. The heart was normal in size, but 
the aortic second sound was extremely loud. 

Laboratory and Roentgen Data.—The results of the labora- 
tory work and roentgenograms are shown in the accompanying 
table. The significant observations were polymorphonuclear 
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leukocytosis (over 24,000 cells per cubic millimeter) and the 
rapid sedimentation rate. The urine contained pus, and culture 
revealed the presence of Pseudomonas aeruginosa. The patient 
responded in four days to penicillin and dihydrostreptomycin 
therapy with a resultant drop in temperature, white blood cell 
count and sedimentation rate. Results of kidney function tests 
were within normal limits. The blood sugar levels were 
normal both between and during attacks. The cold pressor 
test produced no change in blood pressure. The initial spinal 
fluid pressure was elevated with normal dynamics and chemical 
constituents. All roentgenologic studies revealed normal condi- 
tions. Perirenal air insufflation revealed no evidence of a 


The Laboratory Data on April 6, 1949 






Blood count 
ID, nonendasacaissadnniasive 97% (15.52 Gm.) 
iti i ihn wrebidike's ehemarerell 5,040,000 cells per cu. mm. 
is ah wnnneresse 5 nhedengcgusaneves 0.97 
TE ccie-cesccstceecccactenee 24,500 cells per cu. mm. 
Polymorphonuclear nc utrophils....... 96% 
I GBs wo vccenncesccassestccase 10% 
PNNERG.... cc cvcacccocccenscccvcce 86% 
see cncccesceebscesesecest 17% 
LA coo cc bsceossienkedbens coe BIH 
0 ee ne 1% 


36 mm. in 1 hr. 
8.5 Gm. per 100 ce. 
Albumin...... 6.2 Gm. per 100 ce. 


Sedimentation rate (Westergren).... 














Globulin...... 2.3 Gm. per 100 ce. 
Blood chlorides 480 mg. per 100 ce. 
Pee MEOORNOMe TACO. ......cccccccceccccccesecs —7 per cent 
Blood sugar 
Fasting blood sugar....................005 84 mg. per 100 ce. 
3 hr. glucose tolerance test................ Normal limits (both be- 
tween and during attack) 
INN + a nesunde secncesese sect cnéccnneces 210 mg. per 100 ce. 
Spinal fluid 
NR inna tays da bbsndtenaeen ee 270 mm. of HeO 
SE biihentnnadesgetvabwsndes .. Normal 
SN dtd ccianderanentanecwann * 43 mg. per 100 ce. 
Shade setesseknneheheded 691 mg. per 100 cc. 
ec aciedhGasin@inesewenne 80 mg. per 100 ee. 
ks pducntnsnshb an ¢ieeuieuneense Negative 
NUIT < cevcedccecscscetconsnasteues Negative 
Roentgen studies 
Ps ckiinivndtectensancsiowesisteshscn ube Normal 
Intravenous urOgram..........-.....-0555 Normal 
Pinas sencsnecedeeneuae Normal 
Perirenal air insufflation Negative 
Electroencephalogram 
Multiple focal irregularities noted bilaterally in motor and temporal 
leads 
Urinalysis 
ND cas cctsabssheceaAcecedcas 1,016 
Codcsnvtttensand gctubeveudeotsnens 7.5 
Trace 
Negative 
OD, .é ccndnanbimavnbeaninedinenien 5 to 10 per high power field 
EU, bo cincnsctnascctesathssuens Packed 
Graham: stain and culture............... Pseudomonas aeruginosa 
i inns a doacadbnoninivediieasbat 642 mg. sodium chloride 
per 1,070 ce. of urine 
CONN. sc ckccancaceccctusnssase 31 mg. per 10¢ ce. 
NUN cac.ssdctmanictvccccisencess 94% of normal 
Fishberg concentration test................+.. Maximum specifie gravity 
of 1.025 


tumor. Electroencephalograms disclosed multiple focal irregu- 
larities in keeping with hypertensive encephalopathy. The 
electrocardiograph on admission (fig. 1) showed a_ severe 
hypertensive strain pattern with inversion of the T wave in 
lead 1, and with inversion of the T wave and depression of 
the S-T segment over the left side of the heart. 

Course Prior to Operation—The patient’s condition was so 
poor that he was further observed on a strict Kempner rice 
regimen with fluid restriction. At first the systolic pressure 
varied between 150 and 280 mm. of mercury and the diastolic 
pressure between 130 and 180 mm. The headache attacks 
were controlled by narcotics and heavy sedation. Diaphoresis 
was present intermittently. We felt that this was an unusual 
hypertensive picture and that an adrenal medullary tumor must 
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be considered. After the patient had been on the low sodium 
regimen for six weeks the headaches were relieved, the blood 
pressure varied from 120 to 220 systolic and 110 to 140 diastolic, 
the papilledema had disappeared, and he had gained 8 pounds 
(3.6 Kg.). An electrocardiograph taken at this time revealed 
a tendency toward right axis deviation without evidence of a 
strain pattern (fig. 2). 





Fig. 1.—The electrocardiograph on. admission (April 7, 1949) revealed 
a typical strain pattern. 


By the middle of August 1949 the patient had gained 20 
pounds (9.1 Kg.), and we considered his condition good 
enough to permit further investigative studies. A blood pres- 
sure base line was established, then 0.025 mg. of histamine 
base was added to an intravenous saline infusion. A sudden 
drop in pressure was followed by a quick rise to over 300 mm. 
of mercury associated with an agonizing headache, tachycardia, 
flush and a soaking diaphoresis (fig. 3). 

Two days after the histamine test the patient was given 
intravenously 20 mg. of piperoxan hydrochloride. The blood 
pressure dropped to 107 mm. of mercury systolic and 62 mm. 
diastolic in two minutes (fig. 4). Piperoxan hydrochloride was 
then given on two successive occasions to see what effect it 
would have on the compensatory high elevation of the blood pres- 
sure which followed the dramatic drop in response to the drug. 
Again the rapid response and drop in the blood pressure 
occurred within three minutes (fig. 5). 

The histamine and piperoxan tests substantiated our clinical 
impression. The patient’s headaches were controlled by 100 mg. 
of priscoline® hydrochloride (2-benzyl-4,5-imidazoline hydro- 
chloride) four times daily. By the middle of October 1949 
the patient’s condition had improved to such an extent that it 
was believed he could now withstand surgical intervention. 





Fig. 2.—-The electrocardiograph on May 9, 1949 shows no evidence ot 
strain after the patient has had almost five weeks of treatment with the 
Kempner rice regimen. 


Removal of Tumor and Subsequent Course.—We had no idea 
where this tumor might be located. The usual site above the 
kidneys and along the aorta was suspected, as chest roentgeno- 
grams excluded the possibility of an intrathoracic tumor. 
We thought that a transverse exploratory abdominal incision 
would give the best exposure, and on Oct. 19, 1949, after giving 
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the patient adrenal cortex extract to combat the possible adrenal 
insufficiency, the patient was operated on by one of us 
(M. H. R.) at the Cedars of Lebanon Hospital. 

The blood pressure under the influence of the preoperative 
medication was 130/60 when the patient was brought to the 
operating room. As a result of manipulation associated with 
the administration of spinal anesthesia, the pressure rose to 
260/150. Thiopental sodium was then administered intrave- 
nously, and at the beginning of the operation the pressure was 
down to 160/120. A transverse incision was made in the 
epigastrium, cutting across both rectus muscles. This provided 
access to both adrenal areas and to the retroperitoneal spaces. 
The left adrenal gland was then palpated and the tumor was 
identified; the blood pressure rose to 350 mm. of mercury 
systolic, which was the top of the sphygmomanometer, and 
200 mm. diastolic. 

At*this point piperoxan hydrochloride was injected intrave- 
nously and the blood pressure came down to 220/120. While 
the drug was being slowly injected, to maintain the blood 
pressure at approximately this level, the extirpation of the 
tumor was undertaken. The spleen, stomach and descending 
colon were retracted to the right. The posterior peritoneum 
was incised over the left kidney, and by pulling the kidney 
sharply downward the tumor was brought into view and 
excised, using long curved forceps for hemostasis. As soon 
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as the tumor was removed the blood pressure dropped pre- 
cipitously to zero. The injection of piperoxan was immediately 
stopped and intravenously given epinephrine, ephedrine and 
hydroxyamphetamine (paredrine®) hydrobromide as well as 
oxygen were administered. The operation was concluded by 
ligating the clamped vessels and closing the abdomen in layers 
without drainage (fig. 6). 

The ;atient’s postoperative course was comparatively unevent- 
ful. Hydroxyamphetamine therapy maintained his blood pres- 
sure for the first forty-eight hours postoperatively, and signs 
of adrenal insufficiency did not develop. He was discharged on 
the tenth postoperative day with the blood pressure 124/84. 
Six months later he was in excellent health and maintaining 
a normal blood pressure. The piperoxan test has been repeated 
but has had no effect on the blood pressure. 

Description of Tumor—The 33 Gm. ovoid mass removed 
from over the left kidney consisted of a tumor 5 cm. in diameter 
with a stretched out, encircling adrenal gland on one side. The 
tumor was well demarcated but not hard; on section it showed 
gray-pink tissue with foci of softening and hemorrhage. The 
mass was demarcated from the compressed adrenal parenchyma 
by a fibrous capsule of varying thickness. Microscopically the 
tumor was solidly cellular with foci of vascular ectasia and 
hyalinized stroma. The cells were aggregated into loose groups 
of polyhedral and somewhat fusiform elements. The nuclei 
were regular, round or oval and not hyperchromatic. The 
cytoplasm showed basophilic granular stippling, but cell mem- 
branes were not too distinct. Sections from portions of tissue 
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fixed in potassium dichromate showed a yellow-green coloration 
focally identical with that in the attached normal medulla 
(fig. 7). 

The chemical analyses of the tumor by Dr. Gordon A. Alles 1 
revealed that the combined amount of J-epinephrine and 
l-arterenol in the whole medulla tumor as removed was about 
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Fig. 4.—Piperoxan produces a drop in pressure. 
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Fig. 5.—Piperoxan 1s used to produce a sudden drop in an elevated 
blood pressure. Initials at base line represent: A, 20 mg. piperoxan hydro- 
chloride given intravenously; B, generalized flush; C, onset of typical 
attack starting with heaviness in chest and proceeding to headache; D, 
pallor of face: E, 20 mg. piperoxan hydrochloride given intravenously, 
and F, flushed face. 


11 mg. by the Beyer and Shapiro calorimetric method and 
about 11 mg. by blood pressure bioassay, that is, about 0.05 
per cent of the weight of the tissue. The content of normal 
medulla is ordinarily about .0.1 per cent with a total of 5 
to 6 mg. 





1. Alles, G. A.: Personal communication to the authors. 
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COMMENT 

The symptoms observed in this case were described 
in 1922 by Labbé, Tinel and Doumer.? The correct 
interpretation of the causation of the symptoms was 
made in 1926 by Vaquez and Donzelot.* C. H. Mayo* 
surgically removed the first such tumor in 1927. Calkins 
and Howard ® in 1947, in a review of the literature, 
found 176 cases of pheochromocytoma; 47. of-these 
cases proved to be endocrinologically active. In 17 the 
tumors were bilateral and in 5 malignant. 

The results obtained from the low sodium and low 
protein diet are of particular interest. Theoretically, 
the effect of sodium deprivation is to decrease the blood 
volume and volume of the extracellular fluids. In our 
case there is an increase in epinephrine-like substances. 
The effect produced by the increased stimulation of the 
anterior pituitary gland and its release of the adreno- 
corticotropic hormone (ACTH) on the granulosa cells 
of the adrenal cortex makes interesting speculation. 
We know, clinically, that the blood pressure dropped, 
improvement occurred in the electrocardiographic obser- 
vations and most of the funduscopic signs of hyper- 
tension disappeared. 
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Fig. 6.—The operative and anesthetic record. Preoperatively the patient 
was given 3 grains (0.19 Gm.) pentobarbital (nembutal®), 4% grain (15 
mg.) morphine sulfate artd “450 grain (0.4 mg.) atropine. The anesthetics 
used were: tetracaine (pontocaine®) hydrochloride 20 mg. for spinal 
anesthesia and_thiopental sodium by the intravenous route. In the lower 
left corner 4%; M.S.L. denotes sixth-molar sodium lactate solution. 


Schenk * in 1921 brought attention to the fact that 
histamine and epinephrine are physiologic antagonists. 
The release of epinephrine from a pheochromocytoma 
may be brought about by the dilating action of hista- 
mine on the arterioles and capillaries of the tumor. 
This increases the blood flow through the tumor with 
outpouring of epinephrine. The histamine test devel- 
oped by Roth and Kvale’ is said to be infallible as it 
was evolved by means of experiments on 51 subjects, 
of whom 4 were believed to have a pheochromocytoma. 
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Amyl nitrite had to be given to our patient (after the 
use of histamine) because of the precipitous rise in 
pressure associated with acute distressing cerebral and 
systemic symptoms. 

An adrenolytic agent is one which nullifies an impor- 
tant effect of epinephrine, whereas a sympatholytic 
agent is one which nullifies sympathetic nerve trans- 








Fig. 7.—The gross appearance of the tumor. 


missions, the usual reference being to adrenergic path- 
ways controlling blood vessels and the usual site of 
action being at the end organ. Although a sympatho- 
lytic drug must be adrenolytic, the reverse is not 
necessarily true. Piperoxan hydrochloride,’ is believed 
by Rosenblueth and Cannon ® to increase the polari- 
zation and decrease the permeability of smooth muscle 
and thereby produce the blocking of the passage of 
epinephrine to its site of action inside the smooth muscle 
cell. In dosages varying from 0.25 to 2 mg. per kilo- 
gram of body weight it is strictly an adrenolytic sub- 
stance. The use of piperoxan is not without its dangers 
and reactions. It is not an infallible test, as Taliaferro, 





Fig. 8.—Microscopic section of the tumor (X 120). 


Adams and Haag® recently reported a case of renal 
hypertension that at first gave a positive test followed 
by three negative tests. Drill *® reported two suspected 





8. Rosenblueth, A., and Cannon, W. B.: Adequacy of Chemical Theory 
of Smooth Muscle Excitation, Am. J. Physiol. 116: 414-429 (July) 1936. 

9. Taliaferro, I.; Adams, R. A., and Haag, H. B.: Benzodioxan Test: 
Fall in Blood Pressure Following Its Use in Renal Hypertension, J. A. 
M. A. 140: 1271-1273 (Aug. 20) 1949. ; 

10. Drill, V. A.: Reactions from the Use of Benzodioxane (933 F) in 
Diagnosis of Pheochromocytoma, New England J. Med. 242: 777-779 
(Nov. 17) 1949. 
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cases in which the administration of piperoxan hydro- 
chloride produced an alarming rise in both systolic and 
diastolic pressures. 

Arterenol is a primary amine differing from epi- 
nephrine only by the absence of an N-methyl group. 
The extracts of the adrenal medulla contain appreciable 
amounts of arterenol. Therefore the hormone of the 
adrenal medulla corresponds in its dual nature to the 
two known sympathetic mediators, epinephrine and 
arterenol. Recent hemodynamic studies on right heart 
catheterization show that epinephrine, within a physio- 
logical range, acts as an over-all vasodilator and pro- 
duces hypertension only by an increase of the cardiac 
output, while arterenol acts as an over-all vasocon- 
strictor with no change or slight decrease in cardiac 
output. Holton '' expressed his belief that because of 
its greater pressor activity arterenol is the probable 
cause of the attacks of high blood pressure. 

A pheochromocytoma should be suspected in all cases 
of hypertension. We feel that many cases of pheo- 
chromocytoma are masquerading as essential and malig- 
nant hypertension. This is a tragedy, because these 
cases can be cured surgically. 5; 





Fig. 9.—Microscopic section of the tumor (x 240). 


Typically, the tumor of the adrenal medulla produces 
a symptom complex characterized by paroxysms of 
headaches, palpitations, drenching sweats, nausea, 
vomiting, pains in the chest and extremities, and 
exhaustion. The blood pressure may be paroxysmal 
and fluctuating or it may be constantly elevated. There 
may be blanching of the extremities with a peculiar 
mottled appearance. When the patient stands, the blood 
pressure may drop with an associated ‘tachycardia. 
Office procedures reveal that this type of hypertension 
does not respond to the cold pressor test, and rectal 
temperature may show an intermittent elevation of the 
body temperature. Glycosuria and an elevated blood 
sugar level may exist, and the basal metabolic rate may 
be elevated. Intravenous urographic studies may or 
may not show an abnormality at the upper pole of one 
or both kidneys. Chest roentgenograms are taken to 
rule out an intrathoracic lesion. If one or several of the 
above criteria are present, the histamine and piperoxan 
tests are useful in substantiating one’s diagnosis. 

If surgical intervention is indicated, a transabdominal 
approach is advocated in order to remove the tumor. 
Piperoxan hydrochloride is given during the operation 
to produce an adrenolytic effect on the excess circu- 
lating epinephrine and arterenol. 





11. Holton, P.: Noradrenaline in Adrenal Medullary Tumours, Nature, 
London 163: 217 (Feb. 5) 1949. 
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If the presence of a tumor is suspected and the above 
criteria can neither be proved nor disproved, we 
advocate the transabdominal surgical approach as an 
exploratory procedure. The justification for this is 
fully exemplified by the complete rehabilitation of our 
patient. 

CONCLUSIONS 


1. The clinical and laboratory history of a proved 
case of pheochromocytoma is presented. 


2. The value of the histamine and piperoxan (beno- 
daine*) hydrochloride (formerly known as_benzo- 
dioxan hydrochloride) tests as diagnostic aids js 
graphically presented. 

3. The transabdominal approach is recommended as 
the surgical procedure of choice. 


4. The value of piperoxan during surgical procedures 
is stressed. 

5. Epinephrine and arterenol (nor-epinephrine) are 
compared as distinct entities. 


6. A pheochromocytoma should be suspected in all 
cases of hypertension. 


ABSTRACT OF DISCUSSION 


Dr. Howarp R. Brerman, San Francisco: This -case 
represents one of the newer problems facing the clinician. This 
is the only type of hypertension that is curable today, and it 
is the responsibility of every physician who sees hypertensives 
to detect this type of tumor. I would like to mention a few 
experiences in using some of the diagnostic agents, such as 
histamine and piperoxan. Histamine is of great value when 
it is used as a provocative test in the patient. A rise in blood 
pressure will follow the intravenous administration of histamine 
in patients with a pheochromocytoma. Caution must be exer- 
cised when high blood pressure exists because the rise in 
blood pressure in patients with pheochromocytoma may be 
20 to 100 mm. of mercury after the histamine test. For that 
reason tetraethylammonium chloride has been suggested as a 
substitute; it will raise the blood pressure in a way similar to 
the action of histamine, yet one can control the blood pressure 
by pooling the blood in the splanchnic area by having the 
patient assume the erect position. Associates and I have 
observed four toxic reactions with piperoxan. In each instance 
there was an excessive rise in blood pressure which caused 
great concern. None of these patients had a pheochromocytoma. 
In my experience dibenamine® hydrochloride (N,N-dibenzyl- 
beta-chloroethylamine hydrochloride) has given toxic reactions 
even to the point. of anuria, and I believe it has little value over 
histamine or piperoxan as a test substance for pheochromo- 
cytoma. We have summarized 208 cases of pheochromocytoma 
and found that 20 per cent of them do not occur in the adrenal 
area. The transabdominal approach is preferable because most 
of the pheochromocytomas occur in the abdominal area, and it 
permits the surgeon to detect multiple tumors and to inspect 
the contralateral adrenal before removing the tumor. 

Dr. Morris H. NatHAnson, Los Angeles: There have 
been important developments in the chemistry of adrenal 
medullary extracts and of adrenal medullary tumors. Phy- 
sicians have known the chemical structure of epinephrine for 
about 50 years and have supposed that it is the only substance 
elaborated by the adrenal medulla. It is now known that the 
secretion of the adrenal medulla contains considerable amounts 
of the nonmethylated compound arterenoi (nor-epinephrine) 
and that this substance may represent 80 to 90 per cent of the 
content of a tumor. With Dr. Harold Miller of the cardiology 
department of the University of Southern California I have 
studied the comparative cardiovascular effects of epinephrine 
and arterenol. Both substances have potent pressor actions, 
but arterenol shows little or no cardiac stimulation while 
epinephrine has a potent cardiac action. In 10 patients with 
complete heart block epinephrine induced a decided and sus- 
tained increase in the ventricular rate, although arterenol in 
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equipressor doses had no such action. A similar difference 
was found in patients with sinus rhythm, epinephrine con- 
sistently producing tachycardia and arterenol causing no increase 
in rate. Although epinephrine consistently abolished the carotid 
sinus-induced cardiac standstill, arterenol failed in this action. 
Epinephrine consistently prolonged the Q-T interval of the 
dectrocardiogram and frequently modified the contour of the 
yentricular complex, but arterenol had no effect. These differ- 
ences in action of the two compounds probably explain the 
variable cardiac manifestations in patients with pheochromo- 
cytoma. The hypertension may be associated with a rapid pulse, 
which can be explained by an excess of epinephrine in the 
secretion of the tumor. In some instances there is no tachy- 
cardia, and this indicates that the predominant secretion is 
arterenol. The failure at times to obtain a decisive response 
to the piperoxan test may be explained by the presence of 
arterenol, as its pressor action is much less affected by piperoxan 
than that of epinephrine. Another variant in the clinical picture 
may be explained by the chemical content of the tumor. Hyper- 
glycemia and glycosuria may be present or may be absent. 
Since arterenol is about one tenth as active in raising the 
blood sugar level as is epinephrine, the absence of a disturbance 
in sugar metabolism indicates a predominance of arterenol. 

Dr. Kerrx S. Grimson, Durham, N. C.: As emphasized 
in the presentation by Dr. Kositchek, routine use of adrenolytic 
test drugs in all patients with hypertension will establish a 
diagnosis of pheochromocytoma in a few. Patients with pheo- 
chromocytoma and a blood pressure which is normal except 
during paroxysmal elevations are usually suspected of having 
pheochromocytomas, and the condition can be diagnosed by 
the use of small doses of histamine, tetraethylammonium chloride 
or other drugs which promote paroxysms. Once diagnosis 
has been established, surgical removal of the tumor is indi- 
cated. However, risk of paroxysmal hypertension during opera- 
tion and of subsequent vasomotor collapse and occasionally 
death has been associated with surgical removal in the past. As 
reported a year ago, preoperative management and control 
during operation, using repeated intravenous injections of an 
experimental drug now called regitine, also known as C 7337 
(2[N, p-tolyl- N (m-hydroxyphenyl) -aminomethy]] -imidazoline 
hydrochloride) effectively prevented paroxysm and avoided post- 
operative collapse in one patient. Three pheochromocytomas 
have now been removed, using intravenous injections of the 
imidazoline derivative to control hypertension caused by circu- 
lating epinephrine. A new direct transthoracic operative 
approach through the bed of the eleventh rib and through 
the diaphragm has ‘been employed to minimize surgical trauma. 
The left side is done first and the abdomen explored through an 
incision in the diaphragm. The adrenal gland is then exposed 
retroperitoneally through another incision in the diaphragm on 
the left. If the tumor is not located on this side, the patient 
is turned over and a similar incision is used to expose the 
adrenal gland on the opposite side. 

Dr. ArtHur L. BLoomFietp, San Francisco: This diag- 
nosis must be made for the most part by men who are doing 
general work, and I don’t think anyone has really sufficiently 
emphasized the value of basal metabolic measurements. There 
are really only two calorigenic hormones, thyroxin and epi- 
nephrine, and if one gets in the habit of determining basal 
metabolic rates of all one’s hypertensives, one will simply 
screen out and detect many patients with pheochromocytomas 
without doing these difficult and somewhat hazardous tests. 

Dr. Rosert J. KositcHex, Beverly Hills, Calif.: With 
my series of one case I certainly do not qualify as an authority. 
This case provided me with many thrilling experiences, and the 
results obtained through surgical intervention were gratifying. 
I believe that pituitary adrenocorticotropic hormone (ACTH) 
ought to be brought. into the field of pheochromocytomas. 
Dr. Rabwin and I were wondering why we had such an excel- 
lent result from the low sodium, rice diet of this patient. Was 
it possible that the epinephrine or the arterenol stimulated the 
anterior pituitary gland and produced more pituitary adreno- 
corticotropic hormone, thereby increasing the blood circulating 
volume through stimulation of the adrenal cortex? Could the 
low sodium regimen prevent this and produce a decrease in the 
circulating volume of fluid? 
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and 
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Intravenous clotting is an extremely undesirable 
complication because of its serious potentialities, which 
vary from sudden death to the development of per- 
sistent disabling sequelae. As we have previously 
emphasized, it is desirable to differentiate between two 
types of venous thrombosis, thrombophlebitis and 
phlebothrombosis. Thrombophlebitis, or phlegmasia 
alba dolens, usually causes severe symptoms which con- 
sist of fever, pain and swelling of the involved 
extremity. The clot in thrombophlebitis, which is 
secondary to inflammatory changes in the intima, is 
firmly attached to the vein wall and except in suppura- 
tive thrombophlebitis is not likely to become detached 
with the production of embolism. Because of this, 
fatalities are rare; but the persistence of disabling 
sequelae is the rule unless adequate therapy is instituted 
during the acute phase of the condition. On the other 
hand, in phlebothrombosis the intravenous clot is a 
coagulation thrombus resulting from two factors, of 
which one is predisposing and the other is precipitating. 
The predisposing factor in phlebothrombosis is an 
increased .coagulability of the blood, resulting from 
tissue injury. Recent investigations in our laboratory 
suggest that one of the principal changes in the blood 
constituents favoring thrombosis is a diminution in 
the antithrombin content of the plasma. The precipi- 
tating factor in phlebothrombosis is circulatory stasis, 
which is responsible for the predilection of the thrombi 
in the veins of the lower extremity, particularly those 
on the plantar aspect of the foot, in the calf muscles 
and deep in the thigh. 

Until relatively recently, we were of the opinion that 
it was not feasible to control in a routine manner the 
increased clotting tendency of the blood in patients 
subjected to trauma, because we are convinced that 
the administration of anticoagulants is far too hazardous 
to justify their routine use. Because of this, we directed 
our attention primarily toward the correction of cir- 
culatory stasis and had hoped that by acceleration of 
the blood flow in the deep veins of the lower extremity 
intravenous clotting could be diminished. In order to 
detect the development of venous thrombosis early, 
particularly in phlebothrombosis, careful examination 
of the lower extremities of all patients who might be 
candidates for this complication was done once or twice 
daily; whenever there was suggestive evidence of the 
presence of a clot, the deep veins were tied off proximal 
to the clot, either with or without thrombectomy. 
Although we were of the opinion that we were able 
to prevent the development of venous thrombosis in 
most cases, this complication occurred in spite of these 
preventive measures. However, it was not known how 
ineffectual therapy had been until the present investiga- 
tion was completed. Although thromboembolism is 
frequently considered a rarity in orthopedic cases, we 
are convinced that it is much more frequent than com- 





Read before the Section on Orthopedic Surgery at the Ninety-Ninth 
Annual Session of the American Medical Association, San Francisco, 
June 28, 1950. 

From the Department of Surgery, Tulane University School of Medi- 
cine, and the Ochsner Clinic, New Orleans (Drs. Ochsner and DeCamp 
and from the Department of Surgery, College of Medicine, Baylor Uni- 
versity, Houston, Texas (Dr. DeBakey). 








832 VENOUS THROMBOSIS—OCHSNER ET AL. 


monly thought. In the present study many patients 
with hemoptysis, undoubtedly the result of pulmonary 
infarction, were considered to have pneumonitis. 

The present report is based on a study of all the 
cases of thromboembolism occurring on all services at 
the Charity Hospital in New Orleans during the eleven 
year period from 1938 to 1949, inclusive. There were 
582,726 patients admitted to the hospital, of whom 
172,959 underwent operative intervention. There were 
29,494 deaths and 9,809 autopsies (33% per cent). 
During this time 1,002 cases of thromboembolism were 
diagnosed, although it is likely that the actual number 
was greater than this because two thirds of the patients 
who died were not examined post mortem. There 
were 411 fatal pulmonary emboli, of which 342 were 
confirmed by autopsy. If there had been 100 per cent 
autopsy incidence, the anticipated number of fatal 
emboli would be 1,026. Thus the frequencies of fatal 
pulmonary emboli were 0.071 per cent, actual, and 0.176 
per cent, expected. There were 87 fatal postoperative 
pulmonary emboli, of which 58 were confirmed by 
autopsy. Had 100 per cent autopsies been done, the 
expected incidence would be 174. The actual fre- 
quency of the postoperative fatal emboli was 0.050 per 
cent and the expected incidence was 0.101 per cent. 
Although the actual frequency of venous thrombosis 
is not particularly high in that it occurred only once 
in every 500 to 600 admissions, it is exceedingly sig- 
nificant that the incidence has increased progressively 
throughout the years in spite of the measures used 
to prevent and correct the complication. The total 
number of cases of thromboembolism has increased 
from less than 100 per 100,000 during the year 1938- 
1939 to 250 per 100,000 during the year 1948-1949. 
The number of fatal pulmonary emboli has also increased 
but not in the same proportion as the total cases of 
thromboembolism. The nonfatal pulmonary emboli 
have increased relatively more than the fatal pulmonary 
emboli. This would indicate that in a relatively large 
proportion of patients with nonfatal pulmonary emboli 
a diagnosis of phlebothrombosis was made at a time 
when ligation of the vein proximal to the clot could be 
performed to prevent further detachment with the 
development of fatal pulmonary embolism. That these 
statistics are not peculiar to the Charity Hospital is 
evidenced by the results obtained at Massachusetts 
General Hospital, another institution in which there 
has been considerable interest in venous thrombosis. 
Rowe and Goldthwait demonstrated that in spite of 
the progressive increase in the number of therapeutic 
and prophylactic vein ligations, the incidence of emboli, 
both nonfatal and fatal, has progressively increased. 
From 1931 to 1935, autopsies numbered 1,991, of which 
2.16 per cent showed small emboli, 1.86 per cent large 
emboli and 0.75 per cent fatal emboli, as contrasted 
with the period from 1943 to 1947 when 2,083 autopsies 
were performed, of which 5.33 per cent had small 
emboli, 3.5 per cent massive emboli and 0.91 per cent 
fatal emboli. Prior to 1943 there were so few vein 
interruptions that they could be considered of no sig- 
nificance. Between 1933 and 1947, however, 1,929 
interruptions were done, of which 1,058 were done 
therapeutically and 871 prophylactically. It is thus 
evident that in spite of the increase in both prophylactic 
and therapeutic vein ligations the incidence of small, 
massive and fatal pulmonary emboli had not decreased 
but actually had increased progressively. 

Twenty-one of the patients were on the orthopedic 
services; of these, 10 had thrombophlebitis without 
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pulmonary embolism. Six had nonfatal pulmo: 
embolism, and five had fatal pulmonary embolism, ft 
is our conviction that there were probably many more 
cases on the orthopedic services but that most of them 
were not recognized. 

In the Charity Hospital series thromboembolism 
occurred with about equal frequency in white and in 
Negro patients. However, thrombosis without embo- 
lism occurred more frequently in the white patient, 
and fatal pulmonary embolism in the Negro race. 
There is no logical explanation for these differences, 
The percentages of expected incidence in males and 
females were almost identical, 99 and 101, respectively, 
Thrombosis without embolism occurred much more 
frequently in women (124) than in men (67), whereas 
fatal pulmonary embolism occurred much more fre- 
quently in men (133) than in women (76). These 
differences may be due to the fact that thrombophlebitis, 
which is seldom fatal, occurs much more frequently in 
women whereas fatal pulmonary embolism frequently 
associated with coronary thrombosis occurs more fre- 
quently in men. As regards age, the greatest incidence 
of thromboembolism was in the fifth decade, whereas 
that of fatal pulmonary embolism was in the seventh 
decade. The peak incidence of all hospital deaths was 
in the sixth decade. In the Charity Hospital series 
there was little difference in the seasonal incidence of 
thromboembolism. The left side was involved in 
slightly more than one half of the cases (50.6 per cent), 
the right side in a little more than one third (369 
per cent) ; the lesion was bilateral in 12.5 per cent. 

A comparison of the incidence of thromboembolism 
according to the hospital services shows that there was 
a definite parallelism between the number of cases of 
thromboembolism and the total admissions to a given 
service in most instances. Thirty-four per cent of the 
hospital admissions were to the surgical services and 
37 per cent of the cases of venous thrombosis occurred 
on these services. These respective incidences on the 
medical services were 28.6 and 28.1 per cent and on 
the urologic services 5.6 and 5.5 per cent. Two notable 
exceptions were the incidences on obstetric and gyne- 
cologic services. Obstetrics accounted for 20.2 per cent 
of all hospital admissions but only 9.8 per cent of the 
cases of thromboembolism; gynecologic services had 
8.7 per cent of all admissions but 18.1 per cent of 
cases of thromboembolism. The higher incidence of 
thromboembolism on the gynecologic services is due 
to the fact that patients with suppurative thrombo- 
phlebitis of the pelvic veins after criminal abortions 
when admitted to the hospital are admitted to the 
gynecologic services. 

In a comparison of the incidences of all hospital 
fatalities and those from pulmonary embolism on the 
different hospital services a striking parallelism is 
observed, except on the tuberculosis and gynecologic 
services. Although 10.5 per cent of all fatalities occurred 
on the tuberculosis services, only 1.5 per cent of the 
cases of fatal pulmonary embolism occurred on this 
service. On the other hand, 2.3 per cent of all the 
fatalities and 9.5 per cent of those from pulmonary 
emboli occurred on the gynecologic services. The high 
incidence of fatal pulmonary embolism as compared 
with the total fatalities on the gynecologic services 1s 
undoubtedly due to the fact that until relatively recently 
suppurative thrombophlebitis of the pelvic veins was 
associated with a high mortality rate. because little was 
done to prevent the development of septic infarction and 
septicemia. Collins has demonstrated, however, that 








- « @& ee ammeo wt we ao a ea fh he 


- A. 
1950 


lary 
It 
lore 


ism 
in 


ee re oe ee eee 








Votume 144 
Number 10 


early ligation of the venous radicles proximal to the 
area of involvement, i. e., the vena cava and ovarian 
yeins, with few exceptions prevents a fatal outcome. 

A comparison of the total number of cases of throm- 
boembolism with the fatal pulmonary embolisms, accord- 
ing to services, showed a high incidence of fatal 
pulmonary embolism on the medical services. Only 37.3 
per cent of all cases of thromboembolism occurred on the 
medical services, but the incidence of fatal pulmonary 
embolism was 62.3 per cent. These respective incidences 
on the surgical services were 33.5 and 18.2 per cent, 
on the gynecologic services 14.2 and 9.5 per cent and on 
the obstetric services 9.4 and 1.7 per cent. This rela- 
tively low incidence of fatal pulmonary emboli among 
obstetric patients is undoubtedly due to the fact that 
venous thrombosis complicating pregnancy is almost 
invariably thrombophlebitis in which a clot is firmly 
attached and does not become detached. 

Heart disease was associated with a higher incidence 
of fatal pulmonary embolism than any other condition. 
Of all cases of thromboembolism 26.9 per cent occurred 
in persons with heart disease, as did 44.5 per cent of 
the cases of fatal pulmonary embolism. Twenty-five 
and five-tenths per cent of all cases of thromboembolism 
and 25 per cent.of the pulmonary embolisms occurred 
postoperatively. 

The gravity of thromboembolism is illustrated by the 
fact that of the 1,002 patients with thromboembolism 
observed at the Charity Hospital, 411 (41 per cent) died. 
The mortality rate was highest among the medical 
patients (68.4 per cent) with those on the obstetrical 
service having the lowest mortality rate (7.4 per cent). 
The mortality rates from thromboembolism on the 
other services were as follows: urologic, 44.6 per cent ; 
gynecologic, 27.5 per cent, and surgical, which included 
orthopedics, 22.3 per cent. 

In order to determine whether one could have 
suspected a venous thrombosis in patients dying from 
pulmonary embolism, their records were carefully 
scrutinized. They were divided into septic and non- 
septic cases. In 26 per cent of the nonseptic cases 
there had been an elevation of the pulse rate which 
might have suggested venous thrombosis. In 18.5 per 
cent of the septic cases and 17.2 per cent of the non- 
septic cases there had been leg signs, such as vein 
tenderness and positive Homans’ sign, which were 
suggestive of venous thrombosis. In 49.2 per cent of 
the septic cases and 38 per cent of the nonseptic cases 
there had been evidence of pulmonary involvement, indi- 
cative of venous thrombosis and pulmonary infarction. 
When all clinical evidences of venous thrombosis were 
combined, only 53.8 per cent of the septic cases and 
56.8 per cent of the nonseptic cases in which fatal pul- 
monary embolism occurred revealed antemortem clinical 
evidence of venous thrombosis. In other words, over 
40 per cent of the patients who died of pulmonary 
embolism showed no clinical evidence of an antecedent 
venous thrombosis. This is particularly significant 
because these cases were observed in an institution in 
which members of the staff have been interested in 
venous thrombosis for many years and in which con- 
siderable attention has been directed toward its pre- 
vention and correction. It is likely that in institutions 
in which less attention is paid to venous thrombosis the 
fatality incidence is definitely higher. Because of the 
increasing incidence of thromboembolism it is obvious 
that additional diagnostic measures must be used which 
will detect a clotting tendency and that therapeutic 
measures to correct the abnormality must be employed. 
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For approximately two years Dr. John Kay, working 
in the experimental laboratory at Tulane University, 
has investigated the fundamental problems involved in 
blood coagulation. He has demonstrated that, normally, 
intravenous coagulation does not occur because of the 
presence of antithrombin. In the past most investi- 
gators have directed their attention toward prothrombin, 
because it is known that in the absence of prothrombin 
clotting cannot occur. It has therefore been assumed 
that clotting occurs when prothrombin or factors which 
accelerate its activity are increaséd. We have demon- 
strated that, although prothrombin is essential for the 
development of clot, the relative proportion of pro- 
thrombin and antithrombin is even more important in 
venous thrombosis and that as long as the antithrombin 
content of the plasma is relatively high venous throm- 
bosis will not occur, although whenever the antithrombin 
content becomes sufficiently low clotting can and does 
occur. We have further demonstrated that operations 
of considerable magnitude cause a decrease in the 
amount of circulating antithrombin, beginning the first 
day postoperatively and continuing for several days, 
following which there is normally a rapid rise to normal. 
However, in the patient in whom venous thrombosis 
occurs there is a progressive fall in the antithrombin 
content of the plasma until it becomes low enough to 
permit the development of the clot. 

We have carefully studied a relatively large group of 
patients who have been subjected to severe operative 
trauma. Of 238 patients who have been studied, 145 
had antithrombin levels of 1:16 or greater. Of this 
latter group, one had a nonfatal pulmonary embolus five 
days postoperatively. At the time, his antithrombin 
level was 1:16 and the prothrombin time 16 seconds. 
There were 93 patients with antithrombin levels of less 
than 1:16, in 19 of whom intravascular clotting 
developed ; 4 had fatal pulmonary emboli, and one died 
of cerebral thrombosis at a time when his antithrombin 
level was 1:4 and his prothrombin time 39 seconds. 

Dr. Kay further showed that clotting could be pre- 
vented provided antithrombin deficiency is corrected by 
the administration of alpha tocopherol and calcium, 
because alpha tocopherol acts as an efficient anti- 
thrombin. 

At the present time we administer orally alpha toco- 
phero! (epsilan M), 200 international units every eight 
hours, if the patient is unable to take substances by 
mouth, alpha tocopherol phosphate (epsilan phosphate), 
100 mg. every eight hours, intramuscularly and calcium 
gluconate 10 cc. of a 10 per cent solution every 24 hours 
intravenously. In 290 cases in which this therapy was 
employed, two patients had an antithrombin level below 
1:16 before treatment was begun. There were two 
patients showing calf tenderness without edema or a 
positive Homans’ sign. Levels in both instances were 
1:32. Phlebograms on one revealed perfectly patent 
veins. In the other patient the vein was ligated without 
phlebograms being done but no clot was found. This 
case we include in the series as a presumptive phlebo- 
thrombosis. We have also observed one case in which 
a nonfatal pulmonary embolus developed on the second 
day after a pneumonectomy. Because the symptoms 
coincided with the discontinuance of oxygen therapy, 
they were incorrectly interpreted as being due to oxygen 
withdrawal. On the tenth postoperative day the patient 
died. Autopsy showed evidence of two different emboli. 
One was undoubtedly older and lodged on the second 
postoperative day; the other, which was larger, was 
responsible for death. It is our belief that the phlebo- 
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thrombosis in this case occurred before operation and 
before the antithrombin studies were undertaken. 
Another patient, who is not included in the series 
because he did not undergo operation, had a carcinoma 
of the transverse colon and was being prepared for 
surgical intervention. The day before operation, at 
which time the antithrombin level was normal, he died 
from massive pulmonary embolism while being given 
an enema. Although he had phlebothrombosis which 
undoubtedly developed some time before his death, 
there was no change in the antithrombin level at the 
time the original determination was made. These cases 
demonstrate that antithrombin determination is not a 
test for the existence of a clot, because the antithrombin 
content can be normal even though venous thrombosis 
exists. On the other hand, the maintenance of a normal 
antithrombin level will prevent the development of an 
intravenous thrombosis. 


ABSTRACT OF DISCUSSION 


Dr. Geza ve Takats, Chicago: There has been an unprece- 
dented interest in thromboembolic phenomena. Whatever 
measures have been used in the past in a preventive or thera- 
peutic manner (namely, proximal vein ligations and anticoagu- 
lant therapy) have been ineffective. As may be seen from the 
statistics of the Charity Hospital in New Orleans, and this is 
also true of two other large hospitals in the country, the over-all 
incidence of thromboembolism has not changed; in fact, there 
seems to be an increase. It is necessary to reexamine the avail- 
able procedures. I have always been against routine proximal 
vein ligations, because I am convinced that a large number of 
thrombi originate above the ligated vein. The thrombus then 
may detach itself and produce a fatal embolism. I am not so 
pessimistic about anticoagulant therapy as Dr. Ochsner is. 
Bishydroxycoumarin (dicumarol®) should never be administered 
to a patient after surgical intervention. It is difficult, if not 
impossible, to control the drug; usually the doses given are 
inadequate. Heparin should never be used in the same quantities 
and amounts for prevention as for therapy. Relatively little 
heparin is necessary to prevent thromboembolism, and a great 
deal of heparin is necessary to treat embolism. There is a 
definite balance between clotting and anticlotting factors in the 
blood; the purpose of therapy, or even of prevention, is not to 
overtreat the patient but to swing back the balance to normal, 
so that the anticoagulant and the coagulant factors are equal- 
ized. In the past, heparin was given with the idea that the 
clotting time had to be prolonged from two to three times the 
normal. I do not believe that to be true; in my opinion, if the 
clotting time can be brought back to the normal level, enough 
heparin has been given. This would then call for a simple 
bedside test of the clotting mechanism (Angiology 1:317, 1950). 
The ordinary clotting time and the prothrombin time, as Dr. 
Ochsner has mentioned, have been inadequate and insufficient. 
I am convinced that a clotting time which is sensitized with just 
a little heparin is an exceedingly sensitive index of the clotting 
mechanism. The study of 1,000 cases of fatal pulmonary 
embolism shows that a majority will occur in the first 14 post- 
operative days; 14 days should be regarded as the minimum for 
anticoagulant therapy. This is important because I myself have 
made the mistake of interrupting treatment on the fifth or sixth 
day, only to have a new thrombosis or even a fatal embolism 
develop. Since I have had no personal experience with the 
determination of antithrombin titers and we have used tocopherol, 
together with calcium glucenate, in only few cases, I can have 
no personal opinion on the matter; but the concept does empha- 
size a tremendous advance in therapy, in that this drug is not 
an anticoagulant and serves only to correct the imbalance 
between coagulant and anticoagulant factors. 

Dr. Francis M. McKeever, Los Angeles: Fatal thrombo- 
embolism is rare in the orthopedic patient. Thrombophlebitis, 
phlebothrombosis and nonfatal thromboembolism occur far more 
frequently after extremity surgery and injury than they are 
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recorded in the diagnosis. When one considers that 40 per cent 
of patients with these complications present no physical signs 
and that in another appreciable percentage the leg signs are 
heavily masked and impossible to distinguish from the tender- 
ness and muscle spasm associated with the original condition, 
this is not too surprising. In another group of patients the 
physical signs are covered by a cast, which makes their detec- 
tion difficult. There is more than an occasional patient who 
has an inordinate amount of ankle and calf edema after remoyal 
of a cast.. These persons are often dismissed without the full 
appreciation that they have suffered a major complication of 
surgical intervention. A perusal of the postoperative course of 
these patients might reveal a time when they had had an unex- 
plained febrile rise and increase in pulse rate. Careful exami- 
nation of the chest when the patient complained of pain in his 
side might have revealed that an episode which was dis- 
missed as muscle strain gave rise to some rales, or even a 
friction rub. Dr. Ochsner and Dr. Kay are offering a method 
of prevention of thromboembolism which is based on a com- 
pletely different physiological approach than that involved in 
the use of bishydroxycoumarin and heparin. The method they 
offer has none of the hazards involved in the use of these two 
anticoagulants. In large series of cases their use has been 
shown to cause a high rate of troublesome hemorrhagic com- 
plications and to carry about the same mortality rate as the 
complication of embolism itself. So it is obvious that a safer 
method of coping with intravascular clotting is highly desirable. 
The past record of the tocopherols as therapeutic agents, and 
their pharmacologic status, warrants a healthy skepticism. As 
the result of animal experiments, tocopherols have been pre- 
sented as the cure for progressive muscular atrophy, Dupuytrens 
contracture, cardiovascular disease, diabetes mellitus, and certain 
dermatological conditions, with disappointing results. This 
method should be given a widespread, well controlled clinical 
trial as rapidly as possible, for if the method Dr. Ochsner has 
presented stands the test of time it is truly a great contribution. 
I would like to ask Dr. Ochsner about the laboratory technics 
involved in the use of tocopherols on a large clinical scale. 
Are they sufficiently simplified and standardized so that they 
may be used with accuracy in any laboratory, or are they still 
in the research stage? The point is made that the tocopherol 
must be a water-soluble preparation and that the oil-soluble prep- 
aration may be harmful to the point that it increases the tendency 
for intravascular clotting. This should be strongly stressed, as 
failure to understand this point might lead to great harm and 
to error in evaluating this method. 

Dr. Atton OcusNner, New Orleans: I want to emphasize 
what Dr. de Takats has said about the danger of the use of 
bishydroxycoumarin (dicumarol®). Unquestionably, heparin is 
much safer than bishydroxycoumarin. It is much more readily 
controlled and, if one does insist on using an anticoagulant, 
I would certainly be in favor of heparin. Anticoagulants have 
the disadvantage, of course, of having to be watched carefully 
so that the patient does not exhibit hemorrhagic tendencies. I 
would thoroughly agree with Dr. McKeever’s comment that 
physicians should have misgivings about the use of tocopherols 
after the experience that has been observed in their use for many 
purposes. I again want to emphasize that the alpha tocopherol 
is to be used. One must have a product in which the alpha 
fraction is known. A number of men who have used so-called 
tocopherols in the prevention of venous thrombosis have had 
bad results. Unless the alpha fraction is high they will con- 
tinue to have bad results. Dr. McKeever has emphasized the 
importance of not using the oil-soluble form, particularly for 
parenteral administration. It is all right to give it by mouth, 
as long as one has a product in which the alpha iraction is 
high. The test is relatively simple; it is based on the fact that 
one simply takes plasma and adds to it thrombin in varying 
dilutions. If there is antithrombin within the plasma it will fix 
the thrombin, which, when added to fibrinogen, will not produce 
a clot; one reads in the dilutions the content of the anti- 
thrombin. It is a simple technic; a technician can do it with- 
out a great deal of difficulty although there are a few technical 
details which have to be observed. 
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Special Articles 
COSTS OF HOSPITALIZED ACUTE ILLNESS 


THEODORE WIPRUD 
and 
ISIDORE ALTMAN 
Washington, D. C. 


The problem of how best to meet the rising costs of 
medical care has become one of the most controversial 
subjects of the day. As a corollary has come an 
increasing interest in voluntary insurance plans and 
the extent to which such plans help to meet the costs 
of illness. Rational answers to questions on medical 
care require factual data, of which not a great deal is 
available. Hence, the present study was proposed and 
sponsored by the Medical Society of the District of 
Columbia in the hope of providing some useful informa- 
tion. The Medico-Chirurgical Society of the District 
of Columbia and hospitals of the area cooperated whole- 
heartedly. 

Apart from those kinds of chronic illness which 
require continuing medical attention, the type of illness 
most likely to prove burdensome is that involving a 
period of hospitalization. It was believed that a con- 
tribution could be made by a study which limited itself 
to this type of illness. The objectives of the study were 
to obtain current information on (a) the costs of hos- 
pitalized illness among nonindigent persons and the 
relation of costs to family income; (b) the division of 
costs among hospital, physician and other services, and 
(c) the degree to which prepayment plans are helping 
their members to meet the costs of illness involving 
hospitalization. By definition, the episode of illness was 
limited to one month prior and one month after the 
period of hospitalization, except for obstetric cases, in 
which the entire antepartum period was included. The 
data apply to all costs of the illness incurred in that 
period, regardless of where the cost was incurred. The 
present report is based on 1,796 patients and gives 
the general observations on size of the medical-hospital 
bill and the cost to the patient. 


METHOD OF STUDY 


The original population from which the patients in this study 
were drawn consisted of all private patients, approximately 
3,080, admitted to 13 general and allied special hospitals in the 
District of Columbia over a period of two weeks. The city- 
owned hospital, the federal hospitals (except Freedmen’s), and 
one small proprietary hospital were omitted. The two week 
periods were spread over November and December, 1949; 
study of the two week period for one hospital was completed 
the following January. 

No patient was interviewed without the express permission of 
the physician who referred him to the hospital, this permission 
being granted by all but 10 per cent of 830 physicians. However, 
an additional 3 per cent of physicians declined to furnish data 
on the charges they made in these cases. The patient's financial 
record in the hospital was made available to the study only 
with his written consent. The interviewers were employees of 





Executive director and secretary, Medical Society of the District of 

Columbia (Mr. Wiprud), and biostatistician, Division of Public Health 
Methods, United States Public Health Service (Mr. Altman). 
_ The study was made at the express wish of the Committee on Medical 
Care, Medical Society of the District of Columbia: Dr. Karl C. Corley, 
chairman; Dr. Maurice H. Friedman, vice chairman, and Drs. C. Willard 
Camalier Jr., L. Huntley Cate, Rush W. Conklin, Joseph W. Cooch, 
Vincent J. DeFrancesco, Frank J. Eichenlaub, Ernest A. Gould, John A. 
Kennedy, Richard H. Meredith, Edgar E. Quayle, Arch L. Riddick, 
Philip P. Steptoe, Harold Stevens, John A. Swartwout and Joseph J. 
Wallace. The Medico-Chirurgical Society of the District of Columbia was 
represented by Dr. Paul B. Cornely. 
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the Division of Public Health Methods, United States Public 
Health Service, which office has also supplied the necessary 
Statistical personnel and facilities for analysis of the results. 

The questions asked of the patient covered the following 
points: year of birth, occupation and industry of the patient 
and of the household head, number of persons in the family, 
family income, estimated loss of earnings from this illness, 
membership in a hospital or sickness insurance plan, source of 
funds to pay for this illness, other costs connected with the 
illness, and number of times members of the family were hos- 
pitalized in the past 12 months. The amount of the family 
income was determined by having the patient indicate into which 
of the following categories the family income fell: under $3,000, 
$3,000 to 4,999, $5,000 to 7,499, $7,500 to 9,999 or $10,000 and 
over. 

Hospital costs were determined directly from each hospital’s 
financial records. The physicians supplied the necessary data 
on their charges, the amounts received from any insurance plan 
and the type of case—whether surgical, medical or obstetric. 
Physicians who had referred the case were also asked the 
amount of their charges. 

The chief reasons for loss of patients to the study were, in 
order of importance, inability to interview the patient before 
he left the hospital, refusal on the part of a few physicians to 
give consent for the interview on their charges, and patients’ 


TaBLE 1.—Percentage Distribution of Interviewed Patients * 
by Age, for Each Sex and Each Type of Case 


All Cases Surgical Medical Obstet 
| —uaae ic, 
Age Both Fe- Both Fe- Both Fe- Fe- 


(Yr.) Sexes Male male Sexes Male male Sexes Male male male 
Under 5 70 167 3.7 80 15.2 4.2 43 198 WS ebee 
5tol4 61 140 3.4 03 1468 6.9 45 8.2 2.2 oes 
tow M46 75 170 8.9 8.8 9.1 6.6 48 78 30.3 
2to34 30.0 13.0 35.7 21.2 123 29 138 M4 134 57.1 
3to44 16.0 45 166 18.9 148 200 13.8 96 165 12.6 
tos 115 M1 106 146.3 136 174 b6 B11 160 oe 
55 to 64 78 11.6 6.6 8.2 8.7 7.9 78 #178 17.7 


65 and 

over 68 86 62 80 78 8.1 B3 03 152 
Unknown 02. .... 0.2 ere 0.3 GB” ia 0.4 
Number 

of pa- 


tients 1,796 455 1,341 904 309 505 377 M6 OBI 515 





* Includes patients who responded to mailed questionnaire. 


ignorance of family income and related matters. A questionnaire 
mailed to patients missed at the hospital achieved a return of 
35 per cent. Outright refusals to be interviewed were encoun- 
tered in only 2 per cent of the persons reached by interviewers. 


DESCRIPTION OF PATIENTS 


The distribution by age and sex of the observed 
patients is shown in table 1. There were three times 
as many females as males in this sample, almost twice 
as many when obstetric cases were excluded. How- 
ever, males far outnumbered females in the youngest 
age group, in both surgical and medical types of cases. 

Chief differences, when comparison is made with 
1,254 patients who could not be interviewed, are that a 
hjgher percentage of interviewed patients was obtained 
from among females and from age group 25 to 34; a 
lower percentage was obtained among children. The 
reason for these differences is that obstetric patients 
were the easiest to interview from the standpoint of 
length of hospital stay and accessibility, the parents of 
child patients the most difficult. 

Average length of stay was 7.4 days among the 
observed patients, while in the total population of 3,080 
patients it was 6.6 days. The difference reflects the 
difficulty in getting to the briefly hospitalized patients 
before they were discharged. Distribution of the 
observed patients by length of stay is shown in table 2. 
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Medical patients stayed the longest time, 8.8 days, and 
obstetric patients the shortest, 6.4 days ; surgical patients 
were about half-way between, 7.3 days. The high 
percentage of surgical patients with only 1 or 2 days 
of hospitalization evidences the large number of tonsil- 
lectomies performed. 

Of these 1,796 patients, 24 per cent had family 
incomes of less than $3,000 and 67 per cent had family 
incomes of less than $5,000 (table 2). A_ study 


-_MA 
Nov. 4, 1950 


group from the percentage distribution. The resulting 
distribution of families with income of $3,000 and over 
is shown in table 6. 

The proportion of families with incomes of $3,000 
and over who had incomes of $10,000 or more was 6.1 
per cent in the Bureau of the Census study and 6,7 
per cent here. Since other studies have shown that 
this group seeks medical care more often than any 
other, a higher percentage than 6.7 was to be expected. 


Taste 2.—Percentage Distribution of Patients by Family Income, According to Industry of Household Head 





Manufac- Transpor- 





turing and tation None 
All Con- and Com- Professional (Retired, 

Annual Family Income Patients Government Trade struction munication Pursuits ete.) Other Unknown 
Under $3,000. 23.6 15.1 24.5 20.9 21.3 22.1 68.1 43.6 23.6 
$3,000 to 4,999... 43.4 47.5 43.7 47.7 53.9 28.4 21.0 23.1 43.4 
Tick tenseetésveocceesée 21.8 25.9 20.6 24.9 16.3 19.0 7.5 15.4 22.7 
SE dkbreh as vétessevcceseses 6.1 9.1 48 1.3 2.8 1146 17 7.7 4.7 
OOO csas dcccccecvcescccces 5.1 24 6.4 5.2 5.7 18.9 1.7 10.2 5.6 
Number of patients.................. 1,796 657 359 153 141 95 119 39 233 
Distribution of patients by industry 100.0 2.0 23.0 9.8 9.0 6.1 7.6 2.5 

TasL_e 3.—Distribution of Patients According to Membership in Insurance Plans, by Income and by 
Employment of Household Head in Government or Elsewhere 
Annual Family Income Employment 
’ apa a " SEE, —_ axewum—_ 
All Under $3,000- $5,000- $7,500- $10,000 Govern- 
Type of Insurance Patients $3,000 4,999 7,499 9,999 and Over ment Other 
Percentage * of Patients 
SE ced eusSecehds dl nectusndensudesisiccccagscce 29.8 43.7 24.0 24.0 29.1 41.3 22.1 36.2 
Group Hospitalization, Inc............ Scaeebe 50.7 35.9 57.7 57.0 47.3 37.0 65.4 38.9 
Medical Service of D. C.t..........0--+0 23.7 16.3 28.5 26.1 18.2 13.0 30.1 18.2 
I eet attbbcccedidencensecscsccccccese 16.8 19.4 16.3 16.1 11.8 18.5 8.7 23.2 
Group Health Association...................+. 2.6 0.2 1.7 3.8 11.8 5. 3.7 18 
BUD GUGED GHGS Bi Oude ceccccccccscccccscccccce 2.6 2.1 3.3 18 2.7 2.2 2.6 2.8 
SE GEE PEED, co ccdeccesesdeccctosesccces 1,796 423 7380 391 110 92 657 905 


* Pereentages actually total more than 100 because a number of patients subscribed to more than one type of plan. 
t Includes membership in Group Hospitalization, Ine. Hence, these percentages are contained in the percentages shown on the line above. 


Taste 4.—Average Cost of Hospitalized Illness, by Type of Case and Source of Charge 





Charges 
Amount Percentage Distribution 
Type of Case 
Item All Cases Surgical Medical Obstetric All Cases Surgical Medical Obstetrie 

Total cost........... Eee ee $284.80 $304.10 $213.00 $303.60 100.0 100.0 100.0 100.0 
Hospital *........ EE LEO oe 131.20 132.60 131.60 128.50 46.1 43.6 61.8 42.3 
Physician t........ Siptdvbernetéetesensees 108.90 117.80 50.20 136.20 38.2 38.7 23.6 44.9 
Anesthesia...... 14.60 18.50 0.60 18.00 5.1 6.1 0.3 5.9 
Radiology....... 6.50 6.40 13.70 1.40 2.3 21 6.4 0.5 
Physical therapy.... : 0.60 0.60 1.50 eecee 0.2 0.2 0.7 
Electrocardiography........ 0.30 0.20 OSB —_ esere 0.1 0.1 0.4 oose 
Special nursing (hospital) 10.20 18.30 3.90 0.40 3.6 6.0 18 0.1 
ss dathesbedcececvedescasneccouces 0.50 . 0.40 1.00 0.20 0.2 0.1 05 0.1 
asta Sriecdceveinsaes visevoesses 12.00 9.30 9.60 18.90 4.2 3.1 * 45 6.2 


* Includes pathology. 
+ Excludes other items shown in column. 


t Laboratory, drugs, roentgenograms and nursing help outside of hospital. 


of income in the Washington metropolitan area * in 1947, 
with which a rough comparison may be made, showed 
the corresponding figures to be 41 and 72 per cent, 
respectively. These differences between the present 
data and the Bureau of the Census figures for the lower 
income groups stem, of course, from the fact that only 
pay patients were covered in the study. Adjustment 
for this fact can be made by omitting the lowest income 





1. Income of Families and Persons in Washington, D. C., 1947, Cur- 
rent Population Reports, series P-60, no. 4, United States Department of 
Commerce, Bureau of the Census, 1948. 

2. A small number of “medically indigent” persons may have been 
included: 16 patients, for example, were not billed by their physicians 
because in the opinion of the latter they could not afford to pay. 


However, there may be several good reasons why such 
was not the case. A large proportion of Washington’s 
population is nonpermanent, and undoubtedly many 
persons go back to their home towns for hospital care. 
As is the case in other communities there are many 
who seek medical service elsewhere; many officials in 
the government are also eligible for care in local Army 
and Navy hospitals. Finally, there may be some whose 
incomes are understated. Although understatement is 
a common phenomenon when income is asked in social 
studies, it may have been exaggerated in the present 
instance for fear that the information might influence 
the medical and hospital charges. 
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The last line of table 2 shows in broad categories the 
distribution of patients by industry of the household 
head. As was to be anticipated, a high proportion, over 
40 per cent, were in government service (federal, 
District of Columbia and foreign); in addition, 75 
patients in households whose heads were not govern- 
ment employees were themselves employed by the 
government. The nongovernment group had, relatively, 
60 per cent more families with incomes under $3,000 
as well as three times as many families with incomes 
of $10,000 or more. 

The extent to Which the patients observed in this 
study held some form of medical and hospital insurance 
is shown in tables 3 and 7. Over 50 per cent of this 
sample were members of Group Hospitalization, Inc., 
the equivalent of thé Blue Cross plan for the District 
of Columbia. . Slightly less than half of these members, 
24 per cent of the total sample, subscribed also to 
Medical Service of the District of Columbia, which 
provides surgical and obstetric benefits when such 
services are performed by a participating physician in a 
hospital. Three per cent of the patients were members 
of Group Health Association, a consumer cooperative. 


Taste 5—Percentage Distribution of Patients by Length of 
Stay in Hospital, for Each Type of Case 


Type of Case 
— 


pA PoE. 
All Cases Surgical Medical Obstetric 





Length of Stay (Days) 





DE inkddscstsccsenvet cheeses 15.8 26.5 11.4 0.4 

SN Rh ncccveessdsasspecenal . 29.3 25.2 33.7 33.4 

TE niaincocep nin nhs oempagh 35.2 24.1 27.3 60.6 

SP ban ese cccensccecctctcane 2.0 14.5 15.4 5.0 

isiky 0.00400 040000624608500 3.5 4.3 5.3 0.6 

SP awecesceccnseVecces sues 2.6 -34 4.2 

30 and over 1.6 2.0 2.7 eeee 

Average length of stay (days). 7.37 7.32 8.79 6.42 


Seventeen per cent of the total held commerical insur- 
ance with various degrees of coverage. Thirty per cent 
had no form of insurance. 

Tables 3 and 7 indicate also the relationship between 
family income and membership in these plans. The 
appeal of the nonprofit group plans, Group Hospitaliza- 
tion, Medical Service and Group Health Association, 
is mainly to persons in the middle income brackets ; 
failure to belong to some plan is most frequent among 
the highest and lowest income groups. The latter may 
find the monthly premiums too high, the former may 
not feel the need for insurance. Of particular importance 
to the Medical Service Plan is the fact that membership 
in its service decreases decidedly as income goes up, 
from 28 per cent of the $3,000 to 4,999 group to 13 per 
cent of the group with incomes of $10,000 or more 
(table 3). If an individual subscriber’s income exceeds 
$2,500 or if the family income exceeds $4,500, the 
physician may charge the subscriber the difference 
between the amount paid by the plan and his usual fee. 
Thus, the plan may not offer sufficient inducement to 
those in higher income groups who may still have to 
pay a considerable portion of the surgeon’s fees (see 
table 9). 

The portion of table 3 contrasting membership in 
voluntary plans of government and nongovernment 
families, classified according to head of household, brings 
out two salient differences between these family aggre- 
gates. First, a higher proportion, over 75 per cent, of 
families in government carried some kind of insurance. 
Second, commercial types of insurance that provide 
individual policies and cash indemnity seem to hold 
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greater appeal for nongovernment workers. The non- 
profit service plans in their educational and member- 
ship drives apparently fail to reach the latter in 
satisfactory measure. Lower income, age limitations, 
requirement that membership be through an organic 
group (until very recently) and opening of member- 
ship just once a year may contribute to this situation. 


TaB_e 6.—Distribution of Families with Income of $3,000 





and Over 
Percentage Distribution of 
Families 
- A ml 
Bureau of 
Income Present Study the Census 

Oy Bi I sine kine dincconecdkacae 56.8 52.0 
GN Ws ncs cctdaisadacondeten 28.5 32.0 
Pe GE iissccicciuccavenesesses 8.0 9.9 
GORIEP GIG QUOT. oo conc geccccscasccces 6.7 6.1 


COST OF HOSPITALIZED ILLNESS 

The average cost of illness among these hospitalized 
patients was $285 (table 4).* Obstetric and surgical 
cases each averaged $304, while the average medical 
case cost $213. Inspection of the costs itemized in the 
table shows the reason for this difference to be that 
physician charges are much lower in medical cases and 
that anesthesia charges are seldom encountered. The 
need for special nursing also arises less frequently in 
medical than in surgical cases. 

The costs of physician services and of hospital care 
are not far apart in surgical and obstetric cases. Anes- 
thesia, radiology, physical therapy and electrocardiogra- 
phy in the hospital are shown separately in the table 
because no division could be made between the shares 
going to the physician and to the hospital. Pathology 
has been included with hospital charges because a 
number of hospitals included it with clinical laboratory 
or “special laboratory” procedures. The average charge 
for pathology, for those hospitals where it could validly 
be determined, was $4.80 for surgical cases, $2.40 for 
medical cases and $0.60 for obstetric cases. 


TasLe 7.—Percentage, Distribution According to Family Income 
of Patients in Each Class of Insurance 


Annual Family Income 


_— 
All Under $3,000- $5,000- $7,500- $10,000 
Type of Insurance Patients* $3,000 4,999 7,499 9,999 and Over 


ORG... cccscccccscesscs 586 34.5 34.9 17.5 6.0 7 
Group Hospitalization, 

Becccdscaccccceccses 911 16.7 49.4 24.5 5.7 3.7 
Medical Service of 

L Pec ccccccess 425 16.3 52.2 24.0 4.7 2.8 

Cash benefits.......... 302 27.1 42.1 20.9 4.3 5.6 

Group Health Asso- 
GATOR.» o cecceccccess 47 2.1 27.7 31.9 27.7 10.6 
Blue Cross (not D. C.) 47 19.1 55.3 14.9 6.4 4.3 


* Total of this column exceeris the actual number of patients, 1,796, 
because 2.6 per cent of them subscribed to more than one of these plans. 
t, These patients are also included in Group Hospitalization, Inc. 


The average charges for items other than hospital 
and physician appear rather small, some almost insig- 
nificant. The reason is, of course, that these charges 
were not incurred in all cases; as a matter of fact, only 
in the case of anesthesia were they incurred by more 
than half of all the patients. The percentage of patients 
who had such charges and the average per patient are 
shown in table 8. 





3. These figures may understate somewhat the whole cost to the 
family. Indivect costs are easily forgotten or overlooked. The figures do 
not include loss of earnings. 
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Table 4 has shown the total medical bill, regardless of 
how paid. The question which follows naturally is, 
how much of this bill did the patient have to pay, or, 
conversely, in what degree was the patient helped by 
membership in some prepayment plan? The data are 
shown in table 9 for the total cost of the illness and for 
the two major categories, hospital charges and phy- 
sician charges. Since eligible subscribers to Group 
Hospitalization (only) had all but 14 per cent of the 
hospital bill paid for them, they had to meet 60 per cent 
of the total bill. The proportion met by Group Hos- 
pitalization would have been somewhat greater except 
for the private accommodations and other services 
sought by numerous patients. For surgical and obstetric 
patients who belonged to the Medical Service Plan, 74 
per cent of the bill was met: 91 per cent of the hospital 


Taste 8—Average Charges for Items Other Than Hospital 


and Physician 
Pereentage of Average Charges 
Patien per Patient 

Receiving Service Receiving Service 
BIA, ono 0 dese cccccecoces 69.8 $20.90 
Pathology... .oecccsccces coceesé 29.6 - 10.60 
dient anukdinidas aaa 18.8 34.50 
Special nursing (hospital)... .. 73 139.30 
Risse ccc cccccscvccecs 4.8 9.80 
Electrocardiography.......... 2.2 13.30 
Physical therapy.............. 17 34.10 
Ge II ci ccuccccccsencacce 32.8 39.20 


TaBLe 9.—Cost to Patient of Hospital and Physician Charges 
Under Various Forms of Insurance 


Total Cost Hospital Physician 


Type of Insurance of Iliness Charges* Charges t 

Group hospitalization { (only): total $273.60 $124.30 $106.40 
Cost to patient.............cee.s0. 164.10 16.90 106,40 
Percentage of total................ 60.0 13.6 100.0 

Group hospitalization. and medical 

serv S CHEER cecccceccscovccvcssces 279.60 120.80 118.30 
Cost to patient.................05. 72.70 10.70 45.90 
Percentage of total................ 26.0 8.9 38.8 
Camm WEISS Cabeb...cccccccsccceee. 271.20 121.40 115.60 
Cost to patient...............ce0e- ae re 
Percentage of total................ 63.2 “one seen 
No insurance: total................0+. 321.00 144.20 116.70 


* Exclusive of pathology. 

+ Exelusive of pathology, anesthesia, radiology, physical therapy and 
eleetrocardiography. 

t Ineludes only patients who were eligible for benefits. 


bill and 61 per cent of the physician bill. In addition, 
such members had to pay little of the anesthesia, clinical 
laboratory or radiology charges related to surgery or 
obstetrics. Subscribers to Group Hospitalization and 
Group Hospitalization combined with the Medical 
Service Plan had to pay 12 per cent of their total hos- 
pital bill. 

Since the Medical Service Plan provides that phy- 
sicians may collect an additional amount if the patient’s 
income is sufficiently high, it is of interest to observe the 
variation in physician charges with income. The per- 
centage of such charges that surgical and obstetric 
patients in each income group paid was as follows: 
Under $3,000, 30 per cent ; $3,000 to 4,999, 37 per cent ; 
$5,000 to 7,499, 41 per cent; $7,500 to 9,999, 49 per 
cent, and $10,000 and over, 57 per cent. A portion of 
these percentages may be attributable to understate- 
ment of income and charges by the referring or family 
physician who was not compensated by the plan. 
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The above data refer only to patients who were 
eligible for the specified benefits. There were 40 
patients, less than 5 per cent of the total, who were 
ostensibly members of Group Hospitalization but were 
ineligible to receive benefits for this episode of hos- 
pitalization. With these patients included, the portion 
of the total bill that Group Hospitalization subscribers 
had to pay is increased from 12 to 15 per cent. Similarly, 
81 members of the Medical Service Plan, 19 per cent, 
received no monetary benefit for this illness, 63 because 
their cases were medical and 18 because their claims 
were disallowed for various reasons. When these 
patients are included, the portion of the physicians’ bill 
that plan members had to pay increases from 39 to 46 
per cent. 

Those who belonged to commercial insurance or 
similar plans had somewhat over a third of their 
expenses paid through their policies. However, we 
did not ask just what items were covered by such plans. 
The individual questionnaires show great variation in 
total dollar amount of coverage—from little or nothing 
to virtually the entire bill. 

One observation concerning costs that may seem a 
little surprising is that the average bill of the person 
with no insurance is higher than that of the person who 
has some insurance (table 9). Preliminary investiga- 
tion indicates two contributory factors: income of 
patient and age. Table 3 has already shown that mem- 
bership in insurance plans is relatively low among those 
in high income groups (while physician charges are 
highest) ; at the same time, some brake is applied to 
the average cost among Medical Service Plan members 
by the fact that those of low income have little or no 
physician charges beyond the fixed schedule of fees. 
Membership is also lowest in the oldest age group; 70 
per cent of the patients 65 years and older had no 
insurance. 

It remains now to relate the medical bill to family 
income. Table 10 shows, by membership in plan and 
family income, the distribution of patients according to 
the cost to them of their bill. Among the patients 
with incomes under $3,000, 18 per cent had costs to 
them of $300 or more, 5 per cent had costs of $500 or 
more and 1 per cent had costs totaling more than $1,000. 
This is after allowance for benefits derived from insur- 
ance memberships. In the next higher group, with 
incomes of $3,000 to 4,999, 16 per cent had costs of 
$300 or more. For the former group particularly, and 
even for the latter, the present illness must have created 
a serious financial burden. In the group with lowest 
income and no insurance, over 30 per cent had costs of 
$300 or more. Of those in the same income group who 
had Medical Service insurance, none had costs of this 
magnitude. However, it should be borne in mind that 
this survey takes into account only one incident of 
illness. Most of these families and persons had other 
medical expenses during the year which may or may 
not have been reduced by insurance. Inquiry was made 
into the number of other times that members of the 
family were hospitalized in the past year. Average 
for the entire group was 0.5; in the group with lowest 
income the average was 0.4. 

In addition to direct costs of medical care, an illness 
serious enough to call for hospitalization also causes 
some loss of earnings to a number of persons. In the 
District of Columbia that number is rather small because 
government employees and apparently some other 
groups can draw on their sick leave or are not penalized. 
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Maternity cases presented a difficult problem because, 
in the same circumstances, some patients considered 
that they were losing wages or salary while others did 
not. There is serious doubt, in general, whether loss of 
earnings should be added to the total cost in obstetric 
cases. Hence, data are given only for medical and 
surgical cases. Loss of earnings was reported by 136 
patients, 11 per cent of the total. Such persons reported 
an average loss of earnings of $225. In addition, 30 
patients stated that their wages would be docked but 
to an unknown extent. Thirteen patients stated that 
they did not know whether or not any deductions would 
be made from their earnings. 
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insurance. The Medical Service Plan met 61 per cent 
of the charges of those who had obstetric or surgical 
care. 

Thus, a considerable proportion of the hospital popu- 
lation was aided appreciably by membership in voluntary 
medical insurance of some kind. The data indicate, how- 
ever, that there are gaps in service that should be studied 
seriously by those interested in forwarding the progress 
of insurance plans. The hospitalization plan may be 
said to serve its avowed purposes: those who sub- 
scribe to it have little to pay in charges for direct hos- 
pital services as they are customarily defined. The 
Medical Service Plan’s coverage in this respect is not 


TaBLeE 10.—Percentage Distribution of Patients by Cost to Them* of Hospitalized Illness: Patients 
Grouped by Type of Insurance and Income 


Cost of Hospitalized Illness to Patient 
————— ~ 




































Numbérof Less Than $1,000 and 
Insurance and Income Patients $50 $50-99 $100-199 $200-299 $300-499 8500-999 Over 
Be OR, « cccn css cecucoescecssscessccavoovesscecs 1,770 t¢ 20.4 16.4 26.9 17.5 B.9 4.0 0.9 
EES SPREE Xe ay eee ae 18.5 15.9 28.1 19.2 13.0 41 * 
SE OD CO nce cindy euccndecesecevcqneetesesnees 771 23.2 19.0 26.3 15.6 12.5 2.6 0.8 
GRASS Bm TABD...ccoccccces 385 17.4 15.6 27.5 17.4 17.4 44 0.3 
I GUE cbvdnsienscccdsdupensdastnsvetonsdsas 109 17.4 11.0 24.8 23.9 16.5 5.5 0.9 
SD Wc, «deck dbbeucwadeosesuwanennaanes x9 21.3 79 25.8 16.8 12.4 12.4 34 
ID... codon sechidssdstoceobesbavets isaicd eee 535 09 6.4 27.3 25.8 28.0 9.2 24 
yp cteknctetceenedebeastabieabelecsusces 185 1.6 10.3 28.1 29.2 21.6 70 2.2 
Ry ME icinnesdic acetharsadbcesnabibeintesban 186 0.5 54 29.6 24.7 31.2 6.5 21 
$5,000 to 7,4 os 94 ll 3.2 25.5 17.0 38.3 13.8 11 
EE MN Encs (coccietahccquaqecbekeccicccocesse 32 3.1 21.9 31.3 31.2 9.4 3.1 
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* That is, contributions to the payment of charges by insurance plans have been deducted from the total cost of the illness. 
+ Not based on all 1,796 patients because costs to the patients were unknown in 26 cases. Breakdown by type of insurance does not total 1,770 


patients because only the numerically strongest groups are shown. 


SUMMARY AND CONCLUSION 

Data on a sample of 1,796 private patients admitted 
to general and allied special hospitals during November 
and December, 1949, and January, 1950, have shown 
the charges in the average hospitalized illness to be $285. 
The sum was made up of $131 in hospital charges, 
$109 in physician charges, $15 for anesthesia, $6 for 
radiology, $10 for special nursing and $14 for other 
costs. 

In this sample 70 per cent of patients subscribed to 
some form of voluntary insurance. Over half held 
membership in Group Hospitalization, Inc., and almost 
half of these subscribed also to the surgical and obstetric 
services of Medical Service of the District of Columbia. 
Seventeen per cent held commercial cash indemnity 
policies. Members of Group Hospitalization, including 
those who belonged also to Medical Service, had all but 
12 per cent of their hospital charges paid through 


as complete. Because the physician can obtain addi- 
tional payment from those whose incomes are above 
stated levels, a number of patients studied herein paid 
a substantial portion of the physician charge. As a 
consequence, the higher the income bracket the fewer 
the numbers of persons attracted to the plan. Member- 
ship by persons in the lowest income group is also small, 
probably because they are not able to pay the premiums 
charged. 

As for the costs of medical care in general, the impres- 
sion these data give is that the costs of such care when 
it requires hospitalization are high but not exorbitant 
in terms of what the patient receives today. Yet the 
cost of a single illness, it has been indicated here, is 
often beyond the capacity of the family to meet. If 
the present report can help to focus attention on this 
problem and on the need for extending the insurance 
coverage, its objectives will have been met. 
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PHYSICIANS IN SERVICE 


RICHARD L. MEILING, M.D. 
Director of Medical Services Office, Secretary of Defense 


With the expansion of our military forces following 
the assault on South Korea, the physician has been 
projected once more into the spotlight of national 
defense plans. Substantial numbers of physicians must 
be added to the military rolls to provide essential medi- 
cal support of the fighting forces. 

To the physician in practice, the normal patriotic 
impulse to serve the nation in time of military need is 
necessarily tempered by the very real and practical 
problems which confront him at home. Who will take 
care of the patients? What about the nurses, techni- 
cians, secretaries and other staff employees to whom the 
physician has a moral and perhaps a legal obligation? 
Can the office lease be cancelled? How can he pay for 
that new equipment? Here, in his office, before the 
physician ever puts on a uniform, is where the first 
sacrifice begins. Yet physicians have met this prob- 
lem by the thousands in the past, and I feel sure that 
they will do so again. 

Because this problem has serious implications, not 
only to the physicians but to the patients who depend 
on them for medical care, the Department of Defense 
is determined that this situation will not be forced on 
any physician unnecessarily. This means adherence to 
three principles: first, that the actual requirements of 
the Armed Forces will be met; second, that no more 
physicians will be called from civilian life than are 
actually needed to support the fighting forces, and third, 
that they will be-called in the most fair and -equitable 
order possible. 

To understand the several steps taken by the Depart- 
ment of Defense in support of these principles requires 
a brief knowledge of the present organizational struc- 
ture for the medical and health services in the Armed 
Forces. In May 1949 the Office of Medical Services 
was created as a part of the immediate staff organiza- 
tion of the Secretary of Defense. As the policy-making 
instrument for all medical and allied matters in the 
Armed Forces, the Director of Medical Services is 
responsible for the coordination and general direction 
of the medical services of the Army, Navy and Air 
Force. The three Surgeons General continue to direct 
the operations of their respective medical services, and 
the organizational integrity of each in support of their 
combatant arms remains the same. They, meet weekly 
with the Director of Medical Services and his staff in 
a Military Medical Advisory Council, with the Chief 
Medical Director of the Veterans Administration and 
the Surgeon General of the U. S. Public Health Service 
also in attendance, to discuss current problems of 
mutual interest. 

Major policy problems confronting the medical and 
health services of the defense establishment are con- 
sidered by the Armed Forces Medical Advisory Com- 
mittee, a group of outstanding physicians and dentists 
under the chairmanship of Mr. Charles Proctor Cooper. 
The committee recommends action to the Secretary of 
Defense and discusses problems and plans with the 
Director of Medical Services from time to time. 

Thus, the Department of Defense has established an 
organizational medium through which the work of the 
three military medical services can converge into one 
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coordinated effort, and it has sought and received the 
advice of the best professional talent available. 

Probably the most publicized piece of action recently 
affecting physicians has been the enactment of Public 
Law 779, 8lst Congress, signed by the President on 
Sept. 11, 1950. This law, providing for the registra- 
tion and induction of certain physicians, dentists and 
allied scientists under the Selective Service Act, was 
designed to insure a rational program under which 
physicians and others would enter military service. 
The principles incorporated in the law were indorsed 
by the American Medical Association, the American 
Dental Association, numerous other professional socie- 
ties and the Department of Defense. The law recognizes 
the past obligations to the government of some members 
of the medical profession and the military services 
previously rendered to the government by others. 

In addition, it provides for deferment of sufficient 
premedical students and allied undergraduates to assure 
a continued flow of young men into the profession; it 
provides for a National Advisory Committee to the 
Selective Service System, for comparable advisory 
groups at the state and local level, and for the inter- 
service transfer of medical officers with the consent 
of the persons concerned and of the two services. 
Although the law is not in itself a solution to the 
many complex problems involved in providing medical 
and health services during the present military expan- 
sion program, it is one step toward an orderly pro- 
gram to meet the nation’s military medical needs. 

At the same time that Public Law 779 was being 
enacted, the Secretary of Defense instructed the Army, 
Navy and Air Force to observe a set of priorities in 
calling to active duty those medical and dental reserve 
officers who are not members of organized reserve 
units. (The latter were excluded in order that these 
organized units would not be deprived of their trained 
medical complements when the units are called to active 
service.) Briefly stated, the first priority group included 
those who had participated in the ASTP or V-12 pro- 
grams of World War II and had not served subse- 
quently as military medical or dental officers. The 
second group included ASTP and V-12 participants 
who had rendered military service after their training, 
with those having the least service to be called first. 
The third group included all other reservists. 

Provisions were made for deferring medical interns 
until completion of 12 full months of training. With 
the approval of the Director of Medical Services, the 
priorities may be waived to secure the services of 
persons with special qualifications who may be urgently 
needed at times to meet specific military needs. 

At the same time, arrangements were made to secure 
monthly reports, in advance, of the plans of the three 
departments to call up medical and dental officers, in 
order that the Secretary of Defense and the Director of 
Medical Services will have an opportunity to review 
them before the publication of military orders. Asa 
result, the Department of Defense is in a position to 
cooperate with other federal agencies in considering 
medical personnel requirements, the ability of the nation 
to meet them and the impact which each will have on 
our medical economy. 

This coordination with other agencies and groups, 
federal and nonfederal,. is important. Final decisions. 
on the calling of physicians to active duty and many 
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other related issues are not made independently by the 
Department of Defense. Adequate civilian medical care 
is a vital supporting service to the industrial arsenal 
which makes our military potential possible and is an 
essential part of sensible planning against any possible 
attack. Provisions must be made for it. This fact is 
apparent in nearly all the defense plans, military and 
civilian, which have been developed to date. It has 
been stressed repeatedly in the announced plans of the 
Department of Defense. Public Law 779, although 
best known for its provisions for registering and induct- 
ing certain categories of physicians and others, also 
provides for a National Advisory Committee to the 
Selective Service System and for state and local 
advisory committees. It clearly indicates that the 
committees at all levels “shall give appropriate con- 
sideration to the respective needs of the Armed Forces 
and of the civilian population for the services of medi- 
cal, dental and allied specialist personnel.” 

Military medical plans are inextricably bound up 
with other phases of medicine and with other govern- 
mental plans, military and nonmilitary. There must be 
full recognition of the medical needs of civilian com- 
munities and their hospitals and clinics; of state insti- 
tutions, medical schools and teaching centers, and of 
the industries which are the bulwark of our military 
strength. The Veterans Administration, with its large 
hospital system, is required by law to render certain 
services ; further, it provides medical care which sup- 
plements and greatly supports the work of the military 
medical services. Its continued operation, like that 
of the United States Public Health Service, is vitally 
important to the medical and -health work of the 
Armed Forces. 

The efficient and logical use of manpower holds 
priority in mobilization planning. To produce the sort 
of national planning which the present world situation 
requires, the President has designated the National 
Security Resources Board as the federal agency to 
coordinate such plans and requirements. Medically, the 
board has the enormous task of reviewing the needs of 
the military forces, the other federal agencies, civilian 
institutions and communities and of recommending 
policies for allocating professional personnel where the 
need is greatest. To do this, a separate Health 
Resources Office has been created in the National 
Security Resources Board and a Health Advisory Com- 
mittee, responsible directly to the chairman of the 
National Security Resources Board, has been named. 
In short, the mechanism by which the medical and 
health needs of all portions of the nation can be con- 
sidered and evaluated has been established. 


The Department of Defense has certain clearcut 
responsibilities in this national undertaking. It must 
carefully review the requirements of the three military 
departments in terms of their military missions; it 
must make sure that the requirements of one service 
complement rather than complicate the requirements 
of the sister services, and it must take every possible 
step to see that professional staffs are used to the best 
possible advantage while in military service. 

The latter consideration, the use of professional staffs, 
merits serious and frank consideration. During and 
after World War II the utilization of physicians in 
uniform was criticized frequently, particularly with 
regard to specialists who were assigned to duties not 
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requiring specialized training. Such malassignments 
were characterized as a waste of medical talent. 

Certain plain facts about the assignments of medical 
officers should be made clear. The medical services 
of the Army, Navy and Air Force have a definite 
responsibility to make the best possible use of the 
medical talent which. becomes available. Assignment 
of qualified specialists to nonspecialized duties while 
their talents are urgently needed elsewhere is indefensi- 
ble. But one must bear in mind that the responsibility 
here is primarily to the patients and secondarily to the 
individual physicians. This is important to remember, 
for when the needs of the patients have been fully met 
with adequate specialists, there still will remain a large 
number of specialists who, perforce, will be assigned to 
duties outside their specialties. 

The explanation lies in the simple arithmetic of sup- 
ply and demand. There are more specialists today, 
even in the age groups eligible for military service, 
than the military forces can utilize as practicing special- 
ists. If military medical requirements are to be met, 
it is inevitable that a certain percentage will be expected 
to serve as physicians first and as specialists second. 

When this happens, the individual physician must 
decide for himself which is paramount—the considera- 
tion due him as a physician and specialist or his obliga- 
tion as a citizen to serve shoulder to shoulder with his 
fellow citizens where needed. 

The training of future physicians obviously must con- 
tinue without serious interruption if the nation’s needs, 
military and civilian, are to be met. The Selective 
Service Act authorizes local boards to defer students in 
medical schools who meet certain scholastic and other 
requirements. Public Law 779 authorizes the President 
to provide for the annual deferment of sufficient pre- 
medical students to maintain the supply “at the present 
levels” as determined by the Director of Selective 
Service. The Department of Defense, through instruc- 
tions issued to the three military departments, has 
provided for the deferment of interns until completion 
of one full year of intern training. 

These steps, then, have provided the basic legal and 
administrative machinery through which the flow of 
physicians may continue without serious interruption. 
However, this obviously is not the end of the problem; 
the thousand and one difficulties which inevitably 
accompany such a complex program must be met. The 
Association of American Medical Colleges and the 
Council on Medical Education and Hospitais of the 
American Medical Association have established a Joint 
Committee on Medical Education in Time of National 
Emergency. This committee already has examined 
many phases of medical education in the present situa- 
tion and is equipped to render a real service to the 
profession, the Armed Forces and the country. 

During the past five years the American Medical 
Association, through its Council on National Emer- 
gency Medical Service, has continually stressed the 
need for greater coordination and cooperation in the 
medical and health programs necessary for national 
defense. The council has persisted in a difficult pioneer- 
ing task. Frequently misunderstood or disregarded by 
the military services, civil defense planners, educational 
groups and professional societies, the group continued 
to point out that unilateral approaches and uncoordi- 
nated planning on the part of responsible state and 
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federal agencies would not produce adequate medical 
defenses. The wisdom, professional knowledge and 
plain hard work which these leaders in American 
medicine have contributed are a part of the record 
today for all to see. 

There is no reliable means of predicting the eventual 
size of the United States Armed Forces in the current 
expansion program, the number of physicians who 
ultimately will be needed to support them or the 
time it will take for the world to return to a state of 
true peace. We have refused to yield our free institu- 
tions or abandon the United Nations as the price for 
peace. The marshaling of our military might and the 
inconyenience, the expense, the suffering and the loss 
of American men are the alternative price we have 
elected to pay. 

In this trying twilight period, with our hopes for 
true peace obscured by the threat of possible full scale 
war, there are many questions for which no American 
has a certain answer. But of two things I am quite 
sure: The outcome will see a better world where more 
men will live in greater freedom—and the medical pro- 
fession will have played its part in making it so. 


WILLS FOR PHYSICIANS 


HON. WILLIAM F. WAUGH 
Judge of the Probate Court of Cook County, IiIlinois 


Probate Judge William F. Waugh was invited to write this 
article because he is recognised as one of the nation’s outstand- 
ing authorities on the subject. He presides over “the world's 
busiest court,” so characterised because it deals with a larger 
volume of legal business than any other court presided over by 
a single judge. This vast legal traffic is concerned principally 
with administration of estates, whether or not a will has been 
made.—Eb. 


There is a widespread superstition which deters 
many persons from practical consideration of the 
question “What will be done with my property after 
my death?” The superstition seems to be that making 
a will is an invitation to fate to strike one down. It is 
difficult to believe that physicians, whose professional 
duties require a sensible attitude and intelligent phil- 
osophy on the ever present matter of life and death, 
could be among the superstitious. Whatever the reason, 
the evidence indicates that physicians are certainly 
among the many who fail to make necessary: provisions 
for distribution of their hard-earned possessions when 
the inevitable occurs. 

Indeed, physicians were counted “present” when a 
recent survey disclosed that 60 per cent of the decedents 
whose estates were probated in the Probate Court of 
Cook County in the last 20 years failed to leave wills. 
The result was that the estates of all these persons— 
money and property which they had accumulated in 
a lifetime of effort—descended to and were arbitrarily 
distributed among their heirs at law in accordance with 
the statutes of the state of Illinois. 

In many instances that distribution was contrary to 
the wishes of the decedent, worked a hardship on the 
members of his immediate family, entailed unnecessary 
expense and provided windfalls for relatives who had 
contributed nothing toward its accumulation and who 
may have been wholly unknown to the decedent. The 
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harsh and often inequitable disposition of one’s assets 
at death may be avoided by the simpie expedient of 
making a will. 

Just as society makes the laws which provide rules 
of conduct in daily life, so, too, society has devised 
the method by which one can dispose of one’s worldly 
goods. It is only logical that the laws—statutes in the 
various states—recognize that “blood is thicker than 
water.” Frequently a person, for any number of 
human reasons, wishes to bestow on someone unrelated 
by blood a good part, a small part or all of his wealth, 
But the law cannot know the reasons or even the 
desire to do so. Only the fact of blood kinship can 
be considered when it is left to the law to make a 
distribution. 


What must be clearly kept in mind, therefore, is that 
making any disposition of property other than by the 
law of descent is a privilege which must be acted on. 
The instrument by which this may be done, and which 
is recognized by the law, is the will, or “testament.” 
The law describes how a will must be executed and 
requires strict compliance. Hence a will is a written 
instrument by which one makes a disposition of 
property to take effect after death, within the limits 
fixed by the statutes of the several states. The testator 
(maker of the will) may dispose of his property by will 
to whom he pleases, limited only by the rights given by 
law to a surviving husband or wife. He may disinherit 
any or all of his blood relatives, even his children, no 
matter how unjust his exclusion of his heirs may be, 
and he may give his property to a stranger to his blood. 

Anyone who has attained his or her majority and 
who is of sound: mind and memory may make a valid 
will. The will must be in writing and executed in 
accordance with the requirements of the state law. It 
may be changed from time to time by the testator 
through the making of a codicil or an entirely new will. 
A codicil is an addition, or supplement, and is usually 
amendatory or explanatory of the original document. It 
is a part of the will and must be executed with the same 
formality as a will. The use of the codicil often results 
in contradiction and confusion. Consequently, when 
changes are desired the execution of a new will is 
recommended. (Other pertinent definitions: An 
executor is the person who is named by the testator 
to execute the provisions of his will. An adminis- 
trator is the person named by the court to administer 
a decedent’s estate when there is no will.) 

Making a will requires more than merely writing out 
intentions, if one really wants to have one’s wishes 
carried out. Its language must be clear and unambigu- 
ous, and it must be executed in accordance with the 
law. In preparing and executing it one should have 
the assistance of a competent lawyer, and this is cer- 
tainly one instance where, I believe any physician 
would agree, “an ounce of prevention is worth a pound 
of cure.” Many a physician who is aware of the 
hazards in a layman’s self diagnosis fails to recognize 
the analogous pitfalls in his acting as his own lawyer. 
In the field of law he is no longer a professional, he 
is a layman. 

A will should be well planned, clearly written, revised 
from time to time to keep it up to date, and placed 
where it can be found when needed. I would suggest 
the following procedure as a well ordered course: 
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Prepare a memorandum containing a list of your 
assets, including all assets associated with your medical 
practice, how you desire to dispose of them and a list 
of your nearest relatives, together with their last known 
addresses (they have to be notified when your will is 
presented for probate even though they take nothing 
under it). Then see a lawyer, present the memo- 
randum to him and tell him what you want to accom- 
plish. He will bring to your attention the necessity of 
naming an executor (in Illinois, he must be a resident 
of the state). He will also point out the desirability of 
requiring a surety bond as a protection against avoida- 
ble loss, unless the surviving husband or wife or some 
other equally trustworthy person is to be named. In 
such cases it is customary to provide that he or she be 
authorized to act on the filing of a personal bond with 
surety waived. The lawyer may point out the advan- 
tages of naming a bank or trust company as executor, 
since the experience and judgment of their trust officers, 
coupled with the fact that they are impartial and will 
deal objectively with any situation that may arise, 
recommend their appointment. He will also inquire 
as to what provision, if any, you have made for the 
payment of federal estate and state inheritance taxes, 
which may be assessed. 

At this point it is well to know that in these days of 
high taxes and involved tax laws the preparation of a 
will by an expert may result in substantial savings in 
taxes, leaving more.of the estate to be distributed. An 
example of possible saving in taxes is provided by the 
marital deduction provision in the Revenue. Act of 1948. 
The requirements for qualifying a bequest to a spouse as 
a marital deduction are technical and require the help 
of an expert. 

When the will is drawn, provision should be made to 
meet payment of federal estate and state inheritance 
taxes. There are many tragic instances in which failure 
to plan necessitated sale of assets at a sacrifice for the 
satisfaction of tax claims. Remember, too, that your 
will can become out of date unless it is revised from 
time to time. Personal relations change, children are 
born and sometimes beneficiaries named in your will 
die before you do. 

Finally, make certain that the will is kept in a place 
where it may be quickly brought forward when it is 
needed. Leaving it with the lawyer or bank or trust 
company is recommended, or it may be placed in a safe 
deposit box. In any event, keep it in the place where 
you have your insurance policies, title papers and other 
valuable documents, and let someone you trust know of 
its existence and whereabouts. 

It is apparent that the making of a will involves a 
careful planning of affairs and is not merely making a 
disposition of assets effective after death. A man and 
wife approaching the making of a will with proper 
planning gain a whole new conception of their affairs 
and take steps that are to their advantage during their 
own lifetime, such as placing the family bank account 
and title to the home in their joint names, in addition 
to providing safeguards and benefits for their prospec- 
tive survivors. 

When death occurs and a will has been properly 
made, the survivor or survivors are then obliged to 
have the will recognized by the law and its provisions 


FOR PHYSICIANS—W AUGH 


843 


carried out. The widow, or someone acting for her, 
should immediately contact the family lawyer, turn the 
will over to him and be guided by his advice. 

Everyone should make a will. When a man dies 
without having made a will, the law makes one for him. 
The following case, I think, indicates plainly some 
additional advantages of making a will. 

A man has an estate of $50,000. He has a wife and 
two minor children. His will states that he wishes all 
his property to go to his wife, and that he is making no 
provision for the children because he is fully confident 
that she will provide care and education for the children 
from the money he is leaving. He names her as execu- 
trix and stipulates that she act on her personal bond 
without surety. When the lawyer presents the will 
to the court, the administration of that estate is rela- 
tively expeditious and inexpensive. f 

In a similar case, but one in which the man does not 
leave a will, the law decides the manner of distribution. 
In Illinois, one third of the estate after expenses and 
debts are paid goes to the widow; the remaining two 
thirds go in equal parts to the children. Immediately, 
the law sets up a variety of safeguards. The widow is 
entitled to be named as administratrix, but she must 
provide bond with surety. This usually means a surety 
company bond, for which a premium is paid. Next, an 
estate must be opened for the minors and a guardian 
appointed. The widow may be appointed guardian of 
her own children, but again she must provide a surety 
bond and pay a premium. In addition, the children’s 
share must be deposited in the minors’ estate; it can- 
not be used except for the care of the minors and may be 
withdrawn only on approval of the court. This means 
that every time a withdrawal is to be made and the 
money is to be used by the widow petitions must be 
filed and presented to the court, entailing the employ- 
ment of an attorney and involving various court charges. 
It can easily be seen that failure to make a will in the 
circumstances set forth above involves the widow in 
burdensome legal duties together with extra expenses. 

It is perfectly proper for a man to set up any num- 
ber of controls within the limitations of the law for his 
children or for strangers or for anyone else he wishes 
to share in his estate. That is entirely his business, but 
he must make it his business, through execution of a 
will clearly setting forth his desires. It should be 
noted that when a person dies without leaving a will 
and without any heirs, the entire estate by operation 
of law goes to the community; in Illinois it goes to 
the county in which he has resided. 

More than 30 per cent of all wills are drawn during 
the year prior to death. This means that a great many 
wills are drawn in haste or at time of unusual mental 
or physical stress or illness. These and the ones in 
which the makers lacked testamentary capacity, or have 
been subjected to undue influence, are the wills that 
are constantly being broken or which lay the foundation 
for long drawn-out and expensive legal battles. Cer- 
tainly making a will should be the careful and considered 
act of every man and woman who respects human and 
economic values. It should be undertaken when a 
person is in good health and of sound mind, when he 
is motivated by the wish to implement the right of 


personal judgment, reflecting the love he bears for 


those closest to him. 
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The transplantation of both autogenous and homogenous grafts 
has long occupied the efforts of many workers: Williamson 
reported specifically on renal homotransplantation in 19231 and 
again in 1926.2 Although the renal transplant has never before 
been attempted in the human, the fate of homogenous grafts in 
laboratory animals is fairly well kriown. Markowitz* in his 
discussion of the transplantation of organs presents. certain con- 
clusions which show. that- the greater the similarity of host and 
donor the more successful is the grafting. Fleisher. has shown 
that the lens of the eye is readily transplantable (by implanta- 
tion) and that it does not become invaded by phagocytes. Mann, 
Markowitz and associates *® have shown in homotransplants of 
the intact mammalian heart that the organ will function for as 
long as eight days but that the muscle finally becomes riddled 
with phagocytes and ceases to function. According to these 
workers, there is no fundamental reason why organ transplan- 
tation should not ultimately become a practicable undertaking. 
At this stage the matching of donor and host is not completely 
worked out, but efforts to match more closely donor and host 
by means of tissue typing are being made with excellent results 
by workers at the Presbyterian Hospital in Chicago. In labo- 
ratory animals only the grossest incompatibilities are detected 
in the crossmatching of blood, most animals of the same species 
having the same general blood type. In human beings differ- 
entiation is much more refined by classification into more blood 
type groups. Therefore we believe that the matching of donor 
and host, though not entirely successful because of present 
inability to match tissues themselves, is yet more accurate than 
such matching in dogs. 

Homotransplants in animals which are inbred eiddedh Neithes 
and sister mating through many generations are successful up 
to three months or more as shown by, Loeb ® in his experiments. 
Grafts which have an immediate blood supply are thought to be 
more physiologically successful than those which must eventually 
derive their blood supply from adjacent tissues (i. e., skin 
transplants). 

The fate of the kidney homotransplant in dogs has shown 
varied reactions from immediate death of the graft and host to 
physiologic function for periods up to 10 or 12 days. In the 
closely matched donor and recipient the kidney produces copious 
amounts of urine, usually more than would two normal kidneys, 
for a period which varies with the degree of similarity between 
the donor and host.’ ‘After a short period of time, usually within 
one week, a foreign body’ reaction is set up between the host 
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1. Williamson, C. S.: Some Observations on the Length and Survival 
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2. Williamson, C. S.: Further Studies on the Transplantation of the 
Kidney, J. Urol. 16: 231-253, 1926. 
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and the graft; macrophages invade the kidney, lymphocytic 
infiltration occurs and function ceases. Abscess formation usually 
follows, but fibrosis may occur. Autogerious grafts, in which 
the kidney was removed from the same dog, do not show this 
reaction but function up to nine months or more, failure of the 
graft occurring at that time due to ureteral stricture. The 
success of the graft therefore depends on the similarity of host 
and donor, and the degree to which the matching can be accom- 
plished will determine the fate of the graft and the success of 
the procedure. 
REPORT OF CASE 

A white woman aged 44 had a family history of polycystic 
kidney disease in the mother, sister, uncle and first cousin, All 
except the cousin have died from this disease between the ages 
of 37 and 41 years. ‘Nine years ago the patient noticed epi- 
gastric fulness, abdominal pains and some dysuria. At that 
time a cholecystectomy was performed following the diagnosis 
of cholecystitis, but her symptoms persisted with intermittent 
recurrences of abdominal pain and dysuria. One year ago an 
intravenous pyelogram revealed bilateral polycystic kidney dis- 
ease.- In the past year recurrent attacks of pain and dysuria 
became progressively more severe. 

Physical examination revealed a well nourished, well developed 
white woman 44 years of age with blood pressure 140/80, tem- 
perature 98.6 F. and respiratory rate 20 per minute. 


The head, neck and thorax were essentially normal. A large 
palpable mass in the left abdomen extended almost to the mid- 
line and down into the pelvis, and there was a smaller palpable 
mass in the right hypochondrium. These masses were tender 
on pressure. A positive Murphy kidney punch was present 
over both costovertebral angles. The remainder of the physical 
examination revealed essentially normal conditions. 


Roentgen examination, with an intravenous -pyelogram, 
revealed that both kidney shadows were decidedly enlarged. 
A scant amount of dye appeared in the right kidney pelvis, but 
none was seen in the left kidney pelvis. The condition was 
diagnosed as bilateral polycystic kidneys. 


Laboratory examination gave the following results: Blood 
chemical studies showed nonprotein nitrogen 46 mg., creatinine 
1.8 mg., total protein 5.15 Gm., serum albumin 3.44 Gm. and 
serum globulin 1.71 Gm., per 100 cc. There were 4,380,000 red 
blood cells and 5,750 white blood cells, with 81 per cent hemo- 
globin. Urinalysis showed: specific gravity, 1.012; albumin, 
a trace; sugar, negative; 5 to 10 white blood cells per high 
power field, and an occasional red blood cell; the phenosul- 
fonphthalein excretion on May 17, 1950 was 13 per cent. The 
blood type was AB, Rh negative. 

On June 17, 1950 the patient was brought to the operating 
room and the left polycystic kidney was removed. A kidney 
removed from a white woman 49 years of age, with identical 
blood type, who had just died after hemorrhages from esophageal 
varices and cirrhosis of the liver, was transplanted into the host. 
In preparation for the transplantation the donor’s kidney, 
immediately after its withdrawal from the body, had been bathed 
in saline solution and the blood expressed by gentle pressure 
and aspiration. Heparin plus saline solution had then been 
injected into the artery and vein. The ureter had been allowed 
to remain attached to its fatty surroundings in order not to 
disengage its blood supply. 

After the transplantation an end to end anastomosis of the 
renal artery and renal vein was accomplished using four-0 black 
silk sutures. The proximal renal vessels were held with bulldog 
type clamps until the anastomosis was completed. When the 
clamps were removed, the vessels filled immediately with blood 
and the color of the kidney changed from bluish brown to 
reddish brown. The ureter was then anastomosed to the host's 
ureter by an end to end approximation around a small catheter. 
This catheter was brought out through the kidney pelvis and 
thence out through the incision so that after healing had occurred 


at the anastomosis it could be withdrawn. Nephropexy was — 


not done, the kidney being placed in the perirenal tissues and 
held only at the renal vessels and at the ureter. A large gauze 
pack was used to further hold the graft in place temporarily 
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and to control any oozing at the operative site. The incision 
ysed was that usually employed for nephrectomy extending 
obliquely across the flank with a retroperitoneal approach. 

The immediate postoperative course of the patient was 
uneventful. The urinary output was within normal limits, and 
on some days the urinary output exceeded the measured intake 
of fluids (table 1). 

In addition to urinary output, continuous Wangensteen suc- 
tion was employed until the fourth postoperative day, so that 
total output exceeded the figures for urinary output. After the 
fiith postoperative day the electrolyte potassium was added to 
the other electrolytes and was supplied by oral administration 
until an adequate diet was added to the intake. The patient 
was able to eat by the fifth postoperative day. She was kept 
in bed in a semirecumbent position until the seventeenth post- 
operative day, when the graft was considered firmly adherent 
to adjacent perirenal tissues. Results of blood chemical studies 
are shown in table 2. 

On the twentieth postoperative day the patient was permitted 
to be up, and on the twenty-ninth postoperative day the patient 
left the hospital in good condition, having been ambulatory since 
the twentieth postoperative day. ; 

On Aug. 10, 1950 (the fifty-second postoperative day) a 
parenteral injection of indigo carmine dye was followed in 20 
minutes by the appearance of the dye coming from the left 
ureteral orifice. The concentration was observed to be slightly 
less intense than that which came from the right ureteral orifice. 

On August 20 (the sixty-third postoperative day) a retro- 
grade pyelogram was done and the dye noted to pass readily up 
tothe point of the anastomosis of the ureters, where an incom- 
plete stricture existed. However, the dye passed this stricture 
into the grafted ureter. 

Because of the incomplete ureteral obstruction at the site of 
anastomosis and because this stricture was apparently progres- 
sive, it was decided to perform a nephrotomy to prevent a 
possible hydronephrosis. . 


Taste 1—Comparison of Fluid Intake and Urinary Output 


Post- Urinary 

operative Intake Output 
Date Day- (Ce.) (Ce.) 
QPIBIOD. 0 no rscccccccccescses 2d 3,000 1,350 
a SP re 3d 3,000 2,510 
Pe ctdctsensceeestccs 4th 3,000 4,750 
Bhi sceceseensenssiens 5th 3,060 2,550 
GIBB ISD. cc ccccccccccccccces 8th 2,770 2,635 
GIBBID. . ccccvvccveccevecse lith 3,140 3,125 
BY UfBD....0-c0cecrcesesees 14th 3,590 3,250 


Tas_e 2.—Blood Chemical Studies 





Nonprotein Urea Creati- 
Pre- Post- Nitrogen Nitrogen nine 
operative operative Mg./ Mg./ Mg./ 
Date Day Day 100 Ce. 100 Ce. 100 Ce. 
a 1 46 1.8 
6/19/50. ......0 ee 2 60 42 ace 
6 53.5 30 2.3 
11 50 32 2.3 
14 43.5 25 2.3 
ee 16 42 25 2.3 
G81 [50 . 0.0000 ee 65 35 ee 12 


On August 21 an incision was made at the site of the previous 
incision and in the perirenal space an accumulation of approxi- 
mately 20 cc. of pus was encountered. This small abscess was 
encapsulated, and its contents had the odor of Escherichia coli 
infection. Because of the presence of this pus the nephrotomy 
was deferred temporarily, but the grafted kidney was carefully 
examined. The kidney was normal in size and shape and felt 
firm and solid. No gross evidence of deterioration of the graft 
was noted. The small accumulation.of pus was thought to be 
due to the necrosis of the perirenal and periureteral fat which 
was allowed to remain on the graft as it was joined to the host. 
The abscess was drained with a Penrose drain, and the wound 
closed within ten days. When the patient left the hospital five 
days after the drainage she was feeling well; on the same day 


she was able to take a 300 mile automobile trip to attend a 
convention of a week’s duration. During her attendance at the 
convention she freely participated in the banquets, dancing and 
other convention activities. 

Another exploratory operation with plastic repair of the 
ureteral stricture is contemplated in the near future. The gen- 
eral state of health of the patient is excellent. She is able to 
perform her normal household activities. 


COMMENT 
Conclusions to be drawn from this case are necessarily with- 
held until there is more evidence of the permanency of the graft. 
However, the actual operative procedure is compatible with 
safety and the presence of the graft in its normal configuration, 
size and consistency leads us to believe that its direct blood 
supply is still present. Furthermore, the process of phago- 
cytosis by the host on the graft has not as yet been grossly 
apparent. Further work on this case is in progress. 


FETAL HYDROPS 


Primipara Immunized by Previous Intramuscular 
Injection of Rh. (D) Blood 


Report of a Case 


J. GEORGE SHARNOFF, M.D. 
and 
JULIUS D. JASPER, M.D. 
Mount Vernon, N. Y. 


After a review of the literature, it would seem that the case 
reported herein is the first observation of Rh isoimmunization 
in a primipara, producing the severest form of congenital 
hemolytic disease, namely fetal hydrops, attributable to a previ- 
ous intramuscular injection of Rho (D) blood in an Rh-negative 
‘woman. The mother as a child, fifteen years earlier, had been 
given an intramuscular injection of her father’s blood, for 
successful prevention of measles following her exposure to the 
disease in a sibling. 

That congenital hemolytic disease of the new born can occur 
in a small number of primigravid Rh-negative women as a 
result of previous transfusion of Rh-positive blood or previous 
abortion is now well recognized. Levine and Waller? in 1946 
reported observing 19 such instances in approximately 700 
Rh-negative women. The 19 cases included 2 instances of 
fetal hydrops observed in 1944. Diamond? and Tichenor ® 
have reported single instances of fetal hydrops occurring in 
primigravid Rh-negative women also immunized by previous 
blood transfusion. Spalding,# however, reported a case of 
fetal hydrops in a primigravid Rh-negative mother without 
a history of previous transfusion or abortion and offered no 
explanation for its occurrence. Levine and Waller? in their 
report also included 9 instances of suspected Rh isoimmuni- 
zation in first-born children without a history of previous trans- 
fusion or abortion; they postulated the possibility that previous 
intramuscular injection of Rh-positive blood as a therapeutic 
measure might have been the method of previous immunization. 
However, they failed to obtain the required evidence. The case 
reported here confirms the original suspicion of Levine and 
Waller. 

REPORT OF CASE 

The mother, a 21 year old white woman, was admitted to the 
hospital in the ninth month of gestation on Jan. 21, 1950. She 
had been married nine months and her last menses had occurred 
on May 2, 1949. The expected confinement date was Feb. 16, 
1950. This was her first pregnancy. She gave no history of 





From the Department of Pathology, Mt. Vernon Hospital, Mt. Vernon, 
1, Levine, P., and Waller, R. K.: Erythroblastosis Fetalis in the First 
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2. Diamond, L. K.: The Clinical Importance of the Rh Blood Type, 
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previous transfusion or abortion. On Oct. 5, 1949, the mother 
had been determined as of blood group O, Rh negative. At 
the same time the husband was found to be group A, Rh posi- 
tive. No sensitivity tests were made prior to admission, 
inasmuch as this was a first pregnancy and no isoimmunization 
was suspected. Just before admission, fetal movements and 
heart tones could not be ascertained. The mother was therefore 
hospitalized and tested for Rh agglutinins. Reactions to an 
indirect Coombs test for Rh-blocking antibodies was strongly 
positive, revealing a titer of 1: 10,240. Results of a Diamond- 
Abelson slide test were also strongly positive. Soon thereafter, 
the mother delivered spontaneously a stillborn, markediy 
edematous girl. The placenta was large, bulky and pale. 
An autopsy was performed on the baby on January 23. The 
baby weighed 3,450 Gm. and was fully developed. The skin 
was. pallid and partly macerated. There was marked edema of 
the face, especially the eyelids, lips and ears. The abdomen 
was distended. The hands and feet were also edematous. 
Both pleural cavities contained approximately 100 cc. each 
of a thin brown-yellow fluid. The lungs were unexpanded. 
Thymus and heart were within normal limits. The abdominal 
cavity also contained about 200 cc. of free brown-yellow fluid. 
The liver and spleen were moderately enlarged. All other 





Edematous face of fetal hydrops. 


viscera were in normal position and of edematous appearance. 
Examination of the brain and spinal cord revealed a diffuse 
brown pigmentation of the meninges with nothing remarkable 
noted on section. 

Microscopic examination of the tissues revealed all blood 
vessels containing numerous normoblasts and erythroblasts. 
Increase of the latter cells was most striking iy the marrow 
of the sternum and vertebrae. Numerous large foci of hemo- 
poiesis were noted in the liver and spleen. The placenta, 
microscopically, revealed markedly edematous villi with many 
nucleated erythrocytes in the blood vessels. No areas of 
erythropoiesis were seen. 

The mother was again questioned concerning previous trans- 
fusion or abortion, and she gave negative answers. The follow- 
ing day the mother recalled that as a child, 15 years earlier, 
she had been given an intramuscular injection of blood from 
one of her parents for the prevention of measles. It was 
then learned from her parents that it was the father’s blood 
that was used. Blood studies on both maternal parents were 
done. The father was found to be group O Rh. (D), the 
mother group O Rh negative. A younger sister, the only 
sibling, was found to be group O Rh. (D). Blood studies on 
the one surviving paternal parent, the mother, revealed her 
to be group A Rh. (D). Two siblings of the father, brothers, 
were group AB, Rh. (D). O-A incompatibility was excluded 
by the finding of an agglutination titer in the mother’s serum 
for group A cells of only 1: 200. 





J. A. M.A 
Nov. 4, 1950 


COMMENT 


Even though blood studies could not be performed on the 
stillborn infant, there seemed little doubt that the baby had 
inherited the Rh. (D) factor from the father. Only in this 
way can the anamnestic reaction and the development of fetal 
hydrops be satisfactorily explained. First, it would appear 
from the investigation of the father’s family that he was most 
likely homozygous Rh positive, and therefore could have only 
Rh-positive offspring. This is substantiated by the presence of 
strong Rh-blocking antibodies in the mother’s serum as demon- 
strated by the positive results to the indirect Coombs and the 
Diamond-Abelson slide tests. Second, the appearance of strong 
Rh-blocking antibodies in high titer in the mother’s serum 
could have developed after fifteen years only after a recent 
restimulation by the Rh factor, namely, from the child's 
erythrocytes. 

This case should serve to reemphasize the original warning 
of Levine and Waller that the intramuscular injection of blood 
be discontinued as therapy, especially in Rh-negative girls or 
women, unless Rh-negative blood is used. However, from past 
usage, the practice of giving intramuscular injections of blood 
as a therapeutic measure still poses a problem today. Although 
Weisbecker 5 in 1896 first advised the use of human measles 
immune serum for the prevention or modification of measles 
it was not until 1920 and later that this procedure as well as 
injection of whole blood gained general use. When Degkwitz® 
in 1920 described a simple method of serum preparation and 
also advocated the intramuscular injection of blood when serum 
was not readily available, blood injection gained wider use. 
Blood injection may still be used in some areas even today 
when serum gamma globulin or human measles immune serum 
is not readily available. Also in this period, intramuscular 
blood injection for the control of hemorrhagic diatheses in 
newborn infants was also widely used. Many of these blood 
injections were given, it must be assumed, as in the reported 
case, to Rh-negative women who were thus sensitized. Now 
these injections are no longer recalled by the parents or the 
sensitized mothers, as may have happened in the cases of Levine 
and Waller and Spalding. It therefore becomes more manda- 
tory than ever that even in a first pregnancy, especially in 
Rh-negative mothers, sensitivity tests be performed early in 
gestation. This is important since the first born of such 
immunized mothers may have milder forms of congenital 
hemolytic disease and they could be saved with appropriate 
therapeutic measures. 


SUMMARY AND CONCLUSIONS 

A case of fetal hydrops is reported occurring in a primi- 
gravida, previously isoimmunized by an intramuscular injection 
of Rho (D) blood. 

The intramuscular blood injection was given fifteen years 
earlier for the successful prevention of measles. 

Early testing for isoimmunization is advised, especially in 
primigravid Rh-negative women, who may have been sensitized 
earlier by intramuscular blood injection which can no longer 
be recalled. 

The practice of therapeutic intramuscular blood injection 
should be discontinued, especially .in women, unless type- 
specific blood is used. 





5. Weisbecker: Heilserum gegen Masern, Ztschr. f, klin. Med. 30: 
312, 1896. 

6. Degkwitz, R.: Convalescent Serum in Measles, Ztschr. f. Kinderh. 
25: 134, 1920. 





Groups and Clinics.—The ethical principles actuating and 
governing a group or clinic are exactly the same as those 
applicable to the individual. As a group or clinic is composed 
of individual physicians, each of whom, whether employer, 
employee or partner, is subject to the principles of ethics herein 
elaborated, the uniting into a business or professional organiza- 
tion does not relieve them either individually or as a group 
from the obligation they assume when entering the profession. 

From the Prrncietes oF Mepicat Etuics of the American 
Medical Association. 
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Council on Foods and Nutrition 


ACCEPTED FOODS 
The following products have been accepted as conforming to 
the rules of the Council. 
James R. Wuson, M.D., Secretary. 


Libby, McNeill & Libby, Chicago, !inois. 
Lissy’s Junior Foops—Pears consists of pears and sugar. 
Analysis (submitted by manufacturer).—Total solids 18.67%, moisture 
81.33%, ash 0.21%, fat 0.08%, protein (N X 6.25) 0.30%, crude fiber 
0.77%, carbohydrates other than crude fiber (by difference) 17.31%, 
sucrose 4.7% and reducing sugars 10.5%. 





Vitamins and Minerals ~ Per Hundred Grams 
Thinmime 6 occccccccccscccsesces Pr eere TT 0.013 mg. 
Ascorbic acid .cccseccesscccccccnces ee++. 0.85 mg. 
Calcium ....-- Cooecceccesoscesecscecoeces 8.3 mg. 
Phosphorus ....- ehshesds bededectdeasss oocec ke mg. 

FROM cv ccccccccccwsscevcenesccssccccccccce 0.33 mg. 

Calories.—0.71 per gram; 20.1 per ounce. 


Use.—For use in the feeding of older infants and young children. 


Lissy’s Junior Foops—Apricots consists of apricots and sugar. 

Analysis (submitted by manufacturer).—Total solids 19.19%, moisture 
80.81%, ash 0.48%, fat 0.20%, protein (N X 6.25) 1.11%, crude fiber 
0.42%, carbohydrates other than crude fiber (by difference) 16.98%, 


sucrose 8.66% and reducing sugars 8.57%. 


Vitamins and Minerals Per Hundred Grams 


CeO on wk a ce secwecscccdcccccsecasececs 1.91 mg. 
DOMED oc ccc ccccvcecccccsescccecessece 0.012 mg. 
Masotttie GbE cocci cccestccsvcesscccesees 1.64 mg. 
Calcium .nccccccccccccccssscssssssesscese 9.4 mg. 
Phosphorus ....cccccccccssecccsccccccccssaled MQ 
DO ciccdcccde std ons cckcdanonshsdedecnnee 0.54 mg. 


Calories.—0.74 per gram; 21.0 per ounce. 
Use.-—-For use in the feeding of older infants and young children. 


Lissy’s Junior Foops—VEGETABLE Soup consists of carrots, tomato 
juice, celery, potatoes, soya (cracked grits), cracked barley, salt and 
sufficient water to prepare properly. ; 

Analysis (submitted by manufacturer).—Total solids 12.94%, moisture 
87.06%, ash 0.84%, fat 0.52%, protein (N X 6.25) 2.70%, crude 
fiber 0.39% and carbohydrates other than crude fiber (by difference) 
8.49%. 


Vitamins and Minerals Per Hundred Grams 


OO TCC LEP OCT TCC EE Oe 3.55 mg. 
TRAMEME 2c cccccccccccesdcceccccesecccese 0.034 mg. 
Aacerthe ethd cccccccccccsiccccccccssccccs eae Tp 
CORED cv ccccecccecccedcucceosnscesus sacs SOR mg. 
Phosphorus ...cccsccscscccsccccccsctccces 47.5 mg. 
NO Scr nidsé w05b 65 660 b500Ses ban ves bec as 0.68 mg. 


Calories.—0.49 per gram; 13.9 per ounce. 
Use.—For use in the feeding of older infants and young children. 


Lissy’s Junior Foops—VEGETABLES WITH LIVER AND BaRLey con- 
sists of pork liver, carrots, potatoes, tomato juice, celery, cracked barley, 
onions, salt and sufficient water to prepare properly. 

Analysis (submitted by manufacturer).—Total solids 12.28%, moisture 
87.72%, ash 0.74%, fat 0.48%, protein (N X 6.25) 3.34%, crude 
fiber 0.20% and carbohydrates other than crude fiber (by difference) 
7.52%. 


Vitamins and Minerals Per Hundred Grams 


Vitamin Ac ccccicvccccccecccccccccveccces 5,167 I. U. 
COTTE oc vacecscccesecesccccececccentecs 1.85 mg. 
cS ee ee er eee ee eee 0.046 mg. 
ene ae eT ere Ts 1.49 mg. 
CE OME oa dn Dbcbeee sc tan oud 0dcund 4.73 mg. 
PURE. he ccccccescccsconcuccacseccesosese 1.89 mg. 
ES. winiecd'd aw eas dunes eek naecedseeedte 13.1 mg. 
PRGUGROTUS occ csccccsescnsccccccccsescceSane =a 
BM: 3.Chs bokanten cadatbushsvasthenscéddeas 5.26 mg. 
Calories.—0.48 per gram; 13.6 per ounce. 


Use.—For use in the feeding of older infants and young children. 


Lissy’s Junior Foops—VEGETABLES with LAMB, MILK AND Bar- 
LEY consists of lamb broth, whole milk, carrots, lamb, potatoes, cracked 
barley, celery, onions, salt and sufficient water to prepare properly. 

Analysis (submitted by manufacturer ).—Total solids 13.36%, moisture 
86.64%, ash 1.06%, fat 1.79%, protein (N X 6.25) 2.43%, crude 
fiber 0.23% and carbohydrates other than crude fiber (by difference) 
7.96%. 


Vitamins and Minerals Per Hundred Grams 


I ion oh 0 h0k sd docrccvesnenseecesecs 0.022 mg. 
RS GIB nose cdi ec Uden g Tin ecevcsese. 1.51 mg. 
COE, wee nwaecstoeses oe SSE See eeeeeconss 14.9 mg. 
.  MPPPTPTTTTTT TTT TTT Tee 33.1 = mg. 
TIGR oc ccesveceswcceccccecececeecoesscces 0.50 mg. 


Calories.—0.58 per gram; 16.4 per ounce. 
Use.—For use in the feeding of older infants and young children. 
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Richmond-Chase Company, San Jose, Calif. 


_ Dret-Deticut Branp RoyaL Anne CHERRIES consists of the fruit 
itself, packed in water without any added sugar or salt, 

Analysis (submitted by manufacturer).—Total solids 12.3%, moisture 
87.7%, ash 0.4%, fat 0.1%, protein 0.7%, available carbohydrates 
9.1%, crude fiber 0.2%, carbohydrates other than crude fiber (by 
difference) 10.9%, and sodium 3.3 mg. per 100 Gm. 

Calories.—0.41 per gram; 11.5 per ounce. 

Use.—For use in calory-restricted diets. 


ACCEPTED JUICES 

In order to encourage the production of fruit juices containing 
high natural levels of vitamin C, the Council on Foods and 
Nutrition accepts canned grapefruit juice in which there is at 
least 30 mg. of ascorbic acid per 100 ml. of reconstituted juice 
and canned orange juice in which there is at least 40 mg. of 
ascorbic acid per 100 ml. of reconstituted juice at the time of 
packing. 

The following products have been accepted by the Council 
and permission to use its seal has been granted. 

James R. Witson, M.D., Secretary. 


The Bib Corporation, Lakeland, Fla. 


Bis Branp Orance Juice ror Basies is prepared from oranges 
selected on the basis of ascorbic acid content. It is finely strained. The 
peel oil content is maintained at a point below 0.01%. Uniform sweet- 
ness is attained by the minimal addition of dextrose for the maintenance 
of Brix-acid ratio within specified limits. This product is vacuum 
packed in 4 ounce (113 Gm.) metal containers. The ascorbic acid (vita- 
min C) content for the 1949-1950 pack averaged 49.0 mg. per 100 ml. 


Birds Eye-Snider Division of General Foods Corporation, New York. 


Birps Eve Frozen ConcentRATED GRAPEFRUIT JuIce.—This product 
is vacuum packed in 6 oz. metal containers for household use. The 
vitamin C content of the 1950 pack as supplied by the manufacturer 
averaged 31.8 mg. per 100 ml. 


Birps Eye Frozen ConcENTRATED ORANGE Juice.—This product is 
vacuum packed in 6 oz. metal containers for household use. The vitamin 
C content of the 1949-1950 pack as supplied by the manufacturer 
averaged 47.0 mg. per 100 ml. 


Council on P hysical Medicine 
and Rehabilitation 


REPORT OF THE COUNCIL 


-The Council on Physical Medicine and Rehabilitation has 
authorised publication of the following report. 


Howarp A. Carter, Secretary. 


GEM MODEL V-60 HEARING AID 
ACCEPTED 


Manufacturer: The Gem Ear Phone Co., Inc., 50 West 29th 
Street, New York 1. 

The Gem Model V-60 Hearing Aid is an electric instrument 
weighing 168 Gm. with batteries, receiver cord and magnetic 
receiver. Without the batteries 
the assembly weighs 105 Gm. 
The case without the clothing 
clip measures 91 by 58 by 21 
mm. The lower half of the 
back opens to permit changing 
of the zinc-carbon batteries ; the 
A-battery furnishes 1.25 volts 
and the B-battery 22.5. It has 
volume and tone controls. 

Evidence from sources accept- 
able to the Council indicated o/ 
that construction, electroacoustic Gem V-60 Hearing Aid 
properties and performance of 
this instrument were satisfactory, and the Council on Physical 
Medicine and Rehabilitation voted to include the Gem Model 
V-60 Hearing Aid in its list of accepted devices. 
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A NEW REPAIR FOR BILE DUCT INJURIES 


Since injury of the bile ducts does not involve the 
retroduodenal or intrapancreatic portion of the common 
duct, Cattell and Lahey * proposed utilizing this section 
for the repair of extensive strictures or defects compli- 
cating cholecystectomy. This procedure restores the 
continuity of the biliary tract and preserves the function 
of the sphincter of Oddi. In such repair one can make 
the hepatic ducts into a single lumen by suturing them 
together and incising the common wall. The bile duct 
is dissected from the duodenum and pancreas. An end 
to end anastomosis is made and an indwelling rubber 
T tube inserted beyond the suture line to support the 
anastomosis and insure patency. 

From an analysis of 229 cases in which various forms 
of reconstruction have been used, Lahey and Pyrtek ? 
conclude that this procedure is the most satisfactory. 
Good results were obtained in 86 per cent of 73 patients 
when this was done initially and in 80 per cent of 21 
cases in which a different form of correction had been 
previously attempted. 

Secondary operations are occasionally necessary for 
supplementary plastic revision or dilatation of the 
anastomotic line. The suturing cannot be done under 
tension or with a discrepancy in the caliber of the duct 
fragments. In such cases a biliary-jejunal anastomosis 
is recommended. 

Although this technic improves the successful man- 
agement of serious biliary tract injury, it can give the 
best results only when such complications are tended to 
promptly (preferably at the time of injury) and if the 
initial repair is an anastomosis as described. Persistence 
of such a condition leads to chronic biliary obstruction 
which will eventually produce irreparable liver damage. 
Atrophy of the distal portion of the common duct 
may occur. Repeated surgical dissections increase the 
technical difficulties of a good repair. 


1. Lahey, F. H.: Further Experiences with Injured Bile Ducts: 
A New Method of Repair, New England J. Med. 240: 161, 1949. 

2. Lahey, F. H., and Pyrtek, L. J.: Experience with the Operative 
Management of 280 Strictures of the Bile Ducts: With a Description of a 
New Method and a Complete Follow-Up Study of the End Results in 229 
of the Cas-s, Surg., Gynec. & Obst. 91:25, 1950. = 





J. A. M. A. 
Nov. 4, 1959 


FALSE REPORTING OF PHYSICIAN 
SHORTAGES 

Recently the headquarters of the American Medical 
Association received letters from physicians in Macomb, 
Iil., Charleston, Ill., Wayne, Mich., Fond du Lac, Wis., 
Little Falls, N. Y., and other cities, complaining about 
erroneous news stories concerning the shortages of 
physicians which had appeared in their local news- 
papers. Because of the presentation of the stories, 
readers believed they had originated at the American 
Medical Associatiorr headquarters, which they did not. 
The confusion was caused by an ambitious program 
by the Park Row News Service, a small New York 
news agency. From the American Medical Directory 
it counted the number of physicians in certain com- 
munities and wrote a localized news story, which was 
sent to newspapers in many of the smaller communities, 
If the paper printed the story, the agency was paid; 
if not, payment was not made. 

In making the count of physicians the agency failed 
to take into consideration the number who had retired, 
the number who had died, the number who had started 
practice or the number who had gone into military ser- 
vice since the directory was published. The result was 
a story with misleading figures as they applied in July 
1949. 

Not only were the figures misleading, but the closing 
paragraphs of all the stories said the Federal Security 
Agency estimates that 20,000 more physicians were 
needed in the United States in the next 10 years. 
Some of the stories, tailored for a specific community, 
pointed to the fact that, when the American Medical 
Directory count was compared with Federal Security 
Agency goals of one doctor for every 585 persons, there 
was a shortage of doctors in that particular community. 
Certain newspapers played up the fact that there was 
actually a shortage of physicians in their communities. 
All the stories gave the readers a false impression, put 
the American Medical Association in an unfavorable 
light and subtly smacked of socialized medicine prop- 
aganda. 

With the help of several doctors, including Dr. W. P. 
Standard, chairman of the Public. Relations Committee 
at Macomb, the source of the stories was traced. The 
New York agency was then informed of the falseness 
of its reporting, and William Bookman, assistant man- 
ager, gave assurance that no additional stories would 
be written. The agency was reminded that the mate- 
rial was taken from a copyrighted American Medical 
Association publication without permission. The agency 
assured the American Medical Association that there 
was no malicious intent to carry stories giving a false 
impression nor was there any intent on their part to 
injure the American Medical Association. It was just 
another instance of poor judgment and _ inaccurate 
reporting. 
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CHEMICALS IN FOODS 


THe JouRNAL has emphasized that a wholesome 
food “must make its expected contribution to human 
nutrition and must be clean and free from harmful 
bacteria or poisonous substances such as harmful chemi- 
cal contaminants.”* Many subsequent developments 
attest to the importance of this latter requisite. The 
contamination of foods with undesirable chemicals may 
come about as a result of preparations added to the 
soil in which the food is produced, of the use of sprays 
for plants or animals, or by the addition of chemicals 
during the storage or processing of food. The toxic 
character for man of some of the chemicals used in 
agriculture is illustrated by the report? in THE Jour- 
nat which states that a total of 198 cases of poisoning 
have been attributable to contact with organic phos- 
phorus insecticides. Eight of these cases have been 
fatal. All but one of the fatal cases resulted from para- 
thion, an insecticidal organic thiophosphate. Regard- 
less of the circumstances of these accidents, it is obvious 
that these pesticides may be potently toxic for man, and 
hence that much knowledge of the substances and their 
toxicological properties must be had prior to any wide- 
spread use on food or feed crops. 

The newer technicologic aids given by the chemists, 
then, present a new problem in the protection of our 
food supply. At the same time proper development 
and use of these aids promise to increase food produc- 
tion, quality and storage life. 

Cognizant of this problem the Food and Nutrition 
Board and the National Academy of Sciences have 
recommended : 

That a food protection advisory committee, with a full 
time secretary, be set up within the framework of the National 
Research Council. That the membership of the committee be 
composed of individuals with the scientific competence to 
advise on the various phases of food protection and include 
a representative from the Public Health Service, the Food and 
Drug Administration, and the U. S. Department of Agriculture. 
That the function of the committee be (1) to consider and 
evaluate available scientific data on chemicals proposed for 
addition to food, or for use that will affect food products; 
(2) to organize such data for use, and to point out missing 
data; (3) to recommend models of further experimental study, 
kinds of evidence, or data required; (4) to organize panels 
of scientists and experts competent in the various phases of 
the problem to advise the committee as requested. That the 
committee be given authorization for the receipt and disburse- 
ment of funds. That solicitation of funds in the amount of 
$20,000 to $30,000 per year be made to finance the secretary’s 
office. 

Subscriptions from companies of funds to support 
the work of this committee are now being made. The 
task facing this independent group is important, and 
adequate support from industry is expected. 

The House of Representatives of the Eighty-First 
Congress set up * a Select Committee to Investigate the 





1, Chemical Contaminants of Foods, Current Comment, J. A. M. A. 
140: 786 (July 2) 1949. 

2. Grob, D.: Toxicology, J. A. M. A. 144:105 (Sept. 9) 1950. 
Abrams, H. K.; Hamblin, D. O., and Marchand, J. F.: Clinical Experi- 
ence, J. A. M. A. 144: 107 (Sept. 9) 1950. 

3. House Resolution 323, Eighty-First Congress, Twentieth Session, 
passed June 20, 1950. 
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Use of Chemicals in Food Products under the chairman- 
ship of Representative James J. Delaney of New York. 
This committee is authorized to conduct an investiga- 
tion of the nature, extent and effect of the use of: 

1. Chemicals, compounds, and synthetics (a) upon the health 
and welfare of the Nation and (b) upon the stability and well- 
being of our agricultural economy ; 

2. Pesticides and insecticides with respect to food and food 
products, particularly the effect of such use of pesticides and 
insecticides upon the health and welfare of the consumer by 
reason of toxic residues remaining on such food and food 
products as a result of such use; and 

3. Chemicals, compounds, and synthetics in the manufacture 
of fertilizer, particularly the effect of such use of chemicals, 
compounds, and synthetics upon (a) the condition of the soil 
as a result of the use of such fertilizer, (b) the quantity and 
quality of-the vegetation growing from such soil, (c) the health 
of animals consuming such vegetation, and (d) the quantity and 
quality of food produced from such soil, and (e) the public 
health and welfare generally. .. . 


and to make such recommendations for legislation as 
it may deem advisable. These are major responsibilities 
of broad, yet basic, nature. The initial hearings of the 
committee demonstrate the serious manner which the 
membership regard their assignments. It should be 
reassuring to the public to see the widespread objective 
interest which has developed in relation to the protec- 
tion of their food supply. Likewise, interested food 
and chemical industries should feel reassured that seri- 
ous objective efforts are being made to define the proper 
place of these newly developed aids. 


1950 NOBEL PRIZE FOR MEDICINE 


The 1950 Nobel Prize for Medicine has been awarded 
jointly to Philip S. Hench and Edward C. Kendall of 
the Mayo Clinic, Rochester, Minn., and Tadeus Reich- 
stein of Basel, Switzerland. The three will share 
equally an award of more than $30,000, and each will 
receive a diploma and a gold medal. 

Dr. Kendall, who is chief of the Biochemistry Sec- 
tion of the Mayo Clinic, and Dr. Hench of the Medicine 
Section are well known to the medical scientists in 
this country and abroad. They have made outstanding 
contributions through their work on the effect of 
pituitary adrenocorticotropic hormone (ACTH) and 
cortisone (compound E), and their pioneering work 
has done much to open the door to new hope for the 
control of a wide variety of diseases, ranging from 
various forms of arthritis to some of the more perplex- 
ing cardiovascular and dermatological disorders. Few 
substances have ever been more exciting to the medical 
profession and researchers in chemical, pharmacologic 
and other fields. 

This is the fiftieth anniversary of the first Nobel 
awards, and the honor bestowed on Drs. Hench, Kendall 
and Reichstein brings well deserved recognition not 
only to them but to their countries, 
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ANTIFUNGAL ANTIBIOTICS 


Swart? and associates of Rutgers University report 
the isolation of a new antibiotic active against various 
saprophytic and pathogenic fungi. Working with cul- 
tures of Streptomyces fradiae, the New Jersey micro- 
biologists prepared neomycin, a complex antibiotic 
active against both bacteria and Actinomycetes. They 
found that 30 to 70 per cent of its activity is due to 
“factor X,” * the percentage depending on oxygen ten- 
sion and the nature of the culture medium. Further 
studies brought out the fact that “factor X” is made up 
of two entities, one of which is antibacterial and the 
other antifungal. This latter fraction they have named 
“fradicin.” 

From one liter of soya-peptone culture filtrate, about 
50 mg. of fradicin may be extracted in the form of a 
light tan powder. Tested against Staphylococcus aureus 
or Escherichia coli, fradicin is wholly inactive. It has 
an antibiotic titer of 750,000 units per gram against 
Penicillium notatum and a titer of over 1,000,000 units 
per gram against Ceratostomella ulmi. Other common 
fungi have intermediary susceptibilities. 

Ultraviolet absorption spectrums and other differ- 
ential tests show that fradicin is not identical with 
antimycin A, actidione or streptothricin. Fradicin is 
soluble in numerous organic solvents. It is but slightly 
soluble in water, but concentrated alcoholic solutions 
of it can be dropped into water without precipitation. 
It is stable at 100 C. for 30 minutes at py 7.0. The 
high antibiotic titer of fradicin, when tested against 
saphrophytic fungi and against plant and animal 
pathogens, suggests its possible use in plant and animal 
husbandry and in certain limited fields of clinical 


medicine. 


LOCAL LEADERSHIP IN HEALTH 


A little booklet’ has been published in Clinton 
County, Ohio (population about 20,000), which has 
particular significance in view of the fight now being 
waged against efforts to consolidate authority and direc- 
tion of public health and medical care in Washington 
and at the same time to socialize the whole program. 
This pamphlet, received with a covering letter from 
Ralph H. Grimshaw, county agricultural agent, is 
described in these words: “It represents what I, as a 
county agent, know local people can do for themselves— 
instead of descending on someone else.” 





1. Swart, E. A.; Romano, A. H., and Waksman, S. A.: Proc. Soc. 
Exper. Biol. & Med. 73: 376 (March) 1950 

2. Swart, E. A.; Hutchison, D., and Waksman, S. A.: Arch. Biochem. 
24:92, 1949. 

3. Leben, C., and Keitt, G. W.: Phytopathology 38: 899, 1949. Duns- 
bee, B. R.; Leben, C.; Keitt, G. W., and Strong, F. M.: J. Am. Chem. 
Soc. 71: 2436, 1949. 

1. Clinton County Health Survey: Clinton County Health Council 
1950. County Courthouse, Wilmington, Ohio. 





J. A. M. 
Nov, 4, ist 


This bulletin was prepared and printed by the Clinton 
County Health Council, composed entirely of local per- 
sons. The survey reported likewise was done by local 
persons. Four hundred persons participated, and it 
is their feeling that this is the correct procedure to 
follow in solving many of the health problems. “Grand 
cooperation” from the Clinton County Medical Society 
is appreciatively acknowledged. The booklet is being 
distributed free to every family in the county, but no 
information is offered as to how, if at all, it is available 
outside. The significance of this bulletin and the activi- 
ties reported therein is such that some effort should be 
made to get wide distribution. 

The pamphlet contains the story of the Clinton 
County Health Survey made by the Clinton County 
Health Council growing out of a rural policy group 
and consisting of representatives from 29 community 
organizations, both rural and urban. 

The first thing the health council did was to raise 
$2,000 and send six local girls into training for nurses 
to serve in the local hospital under construction. They 
did this without extending any itching palms toward 
Washington or, for that matter, even toward the state 
capital. Then the council started out to survey health 
conditions, having a survey questionnaire printed by two 
newspapers, which also aided in publicity. Everybody 
got busy and investigated significant areas, finding needs 
which are suggested in the survey results, to wit: 

Too many babies are miscarried or born dead. 

Preschool children are not protected against diphtheria, tetanus, 
whooping cough, smallpox or typhoid. 

Only 60 per cent of school children are protected against 
smallpox and diphtheria. 

School children lack dental and medical examinations. 

Many families do not drink pasteurized milk. 

Wells, cisterns and springs could easily become contaminated. 

The surface privy is the principal means of sewage disposal. 

Undulant fever is an immediate problem. 

Tuberculosis cases are not found early enough. 

Cancer strikes heavily. 

There are 643 persons who have recovered from typhoid, which 
suggests the likelihood of carriers present. 

Rheumatic fever has claimed 234 victims. 

Heart disease and diabetes are high. 

There was no poliomyelitis problem during the survey. 

Accidents and fires take a heavy toll in time and life. 

The hospital in process of construction will serve a definite 

need. 
Each of these points is elaborated in a two page spread 
with interesting and attractive maps. [Each presenta- 
tion is in two parts: “What We Found” and “Recom- 
mendations.” 

This pamphlet is evidence of what the medical pro- 
fession has always claimed, namely, that the American 
people do not need wet nursing by bureaucrats. They 
have local initiative and local leadership. Clinton 
County did it. What Clinton County, an essentially 
rural community with no large cities, can do, other 
counties can too. This is the voluntary way, the Ameri- 


can way. 
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WASHINGTON NEWS 


(From the Washington Office of the American Medical Association) 


Doctor-Draft Registrants 


The Army has provided two pieces of information of impor- 
tance to doctor-draft registrants : 


1. Once a man has received Selective Service orders to report 
for induction, he is no longer eligible to receive a reserve Army 
commission. Unless he volunteers for another service, he will 
have to go through induction but subsequently will be offered 
an Army commission (without the $100 monthly pay bonus). 
(The Navy, however, will continue processing of contmission 
applicants up to the point of induction, if a man applies for 
immediate active duty. Under the law, Selective Service is 
required to place a man in a deferred status as soon as he 
presents evidence he has been commissioned.) 


2. The Army has speeded up its commission processing and 
is now prepared to grant commissions within seven days after 
papers reach Washington, assuming the candidate meets physical 
and other requirements. 


The Army said it has instructed all area commanders to give 
top priority to commission applications from .doctor-draft regis- 
trants and has issued similar orders to all medical facilities to 
avoid undue delay in physical examinations. Draft registrants 
interested in an Army commission are invited to apply directly 
at the Surgeon General’s Office in the main Navy building. 
Equally rapid attention is promised to all written inquiries. 
Although some Selective Service officials and others continue 
threats of “kitchen police” and “scrubbing floors,” Surgeon 
Gen. Raymond W. Bliss emphasizes that “everything possible 
will be done to assure qualified applicants a reserve commission 
prior to induction.” 


Medical Reserve Situation 


Evidence that the frantic period of mobilization has ended 
comes in Defense Secretary Marshall’s newest directive on call- 
ing up military reserve. The Secretary issued his order to the 
Army, Navy and Air Force when it appeared that all major 
fighting had ended in Korea. The objective, General Marshall 
said, is to establish “an orderly and effective procedure for the 
further mobilization of the nation’s military reserve forces.” 
The services are not absolutely bound by the regulations, being 
allowed to waive them for the usual “military reasons.” 


First, the Secretary’s order sets up a new schedule for calling 
individual reserves, which should let each know at all times just 
about what are his chances of being called, and when. Each 
service is required to determine and requisition its manpower 
requirements (including medical) six months in advance of recall. 
Lists of reserves are to be screened, and men judged to be 
subject to possible recall are to be notified of their status. 
Reserves not so notified may assume that they will not be called 
for at least four months. Men alerted for recall are assured 
at least 30 days between the time they are called and the date 
they must report for duty. 

General Marshall also laid down new orders to insure release 
of involuntarily recalled reserves from active duty. He instructed 
the three services to keep such reservists on active duty only 
until (1) Selective Service and voluntary methods are able to 
furnish replacements and (2) The involuntarily recalled 
reservists and units have “reached a maximum state of train- 
ing.” The new regulations were issued to replace what the 
Secretary described as “. . the present policy of calling 
reservists to active duty for an indefinite period to effect a 
rapid expansion of the active forces.” 


The new procedure will have little effect on the Air Force 
medical department, which has been able to meet its demands 
almost entirely from volunteers. It will have greatest effect 
on the Army, which has the largest number of involuntarily 
recalled medical officers on active duty. The directives present 
the Navy medical department with a peculiar problem. Unlike 
the Army, the Navy has filed no requisition with Selective 
Service for draftee doctors. However, for the last four months 
it has been calling up reserves involuntarily as needed. Com- 
plete compliance with the directive would seem to require the 
Navy to ask for draftee doctors to replace these reservists. 
The Navy Surgeon General’s Office is reviewing its medical 
manpower situation in the light of the directive but had not 
announced any decision by November 1. 


Provided there are no emergency demands for medical officers, 
General Marshall’s new orders should eliminate most of the 
confusion and uncertainty from the medical reserve situation. 
Also, it should go far toward correcting some of the inequities 
which already have developed. As soon as the services are able 
to get the revised system into operation, the reserve should know 
where he stands. Unless he is alerted, he will not have to be 
concerned with an immediate call; if he is alerted, he will know 
he is apt to be called at any time on 30 days’ notice; further- 
more, if alerted he will know that the question of deferment 
has been decided in the negative and that his chance of post- 
poning service is not good. For the reserve already in service 
on mandatory orders, the new policy will be assurance (in most 
cases) of release much sooner than he otherwise might expect. 

As part of this overhaul of the reserve program, each service 
was ordered to “remove, as soon as practicable, from its active 
reserve list all reservists who, for physical or for other valid 
reasons determined by the services, are not available for 
extended active duty.” 


Committee Recommends Changes in VA Policy 


A special committee which has been investigating Veterans 
Administration’s hospital program since June recommends a 
number of basic changes in VA policy and suggests further 
investigation of several practices. Dr. Howard A. Rusk was 
chairman of the committee. Other members were Dr. Arthur 
S. Abramson and Rear Admiral Robert L. Dennison. In its 
report to President Truman, the committee: 


1. Praised the high caliber of medical treatment in VA but 
warned that precipitate staff reductions, such as that threat- 
ened last spring, could wreck the program. 


2. Urged that Congress clarify the question of nonservice 
cases, which make up two thirds of VA’s work. The commit- 
tee also said it would be difficult if not impossible for VA to 
adequately staff all the 131,504 beds authorized by Congress and 
suggested 120,000 as the maximum to be operated at present 
(high) standards. The Armed Forces were advised not to carry 
in their reserve lists members of VA’s professional staff as a 
long range policy, and, as a short range expedient, not to call 
to active duty present VA medical personnel now in the 
reserves. 


3. Advised a management survey of VA’s structure, which 
witnesses before the committee “almost without exception” 
adversely criticized. 
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4. Urged that Armed Forces casualties who are not expected 
to be returned to active duty be transferred to VA hospitals for 
specialized rehabilitation treatment. They would remain on 
military status in VA hospitals and be discharged only when 
they have attained maximum improvement. 


5. Described the present system of paraplegic centers and 
amputee care as excellent and adequate, but urged greater 
emphasis on medical follow-up and home care to avoid unnec- 
essarily prolonged hospitalization, particularly for paraplegics. 
One recommendation was that non-service-connected paraplegics 
and amputees be given 60 days of home service care. The 
committee also urged that a special job placement service be 
instituted for paraplegics. 


Resolutions of Health Officers 


The Association of State and Territorial Health Officers still 
supports the American Medical Association in its opposition 
to national health insurance and the creation of a federal Depart- 
ment of Health, Education and Welfare. Meeting in Washing- 
ton, the Association passed resolutions (1) opposing national 
compulsory health insurance as proposed by President Truman, 
(2) urging creation of a national department of heaith, instead of 
the triple department favored by the administration, and (3) 
criticizing Congress and the federal government for reducing 
grants-in-aid funds. The 50 per cent cut in hospital authoriza- 
tion was described as “seriously and drastically” disrupting state 
and local programs. 


Public Health officers spent the first two days of their ses- 
sions at the National Institutes of Health hearing directors and 
researchers discuss their work. Following are highlights of 
this progress report. Search continues for an effective influenza 
vaccine, with World Heaith Organization participating. Report- 
ing technic stepped up to the point where outbreaks shortly 
will be included in Public Health Service's weekly Com- 
municable Disease Summary. Dr. Norman Topping, associate 
director, National Institutes of Health, also outlined the frame- 
work for research conducted at NIH. 


Dr. H. Trendly Dean, director, National Institute of Dental 
Research—Latest figures show 100 times as much spent for 
medical as for dental research, although payment for medical 
care is only double that for dental care. . . . Evidence to date 
warrants formulation of plans for addition of fluorine to water 
supplies with low fluorine content. For the same money, sodium 
fluosilicate treats three times as much water as sodium fluoride, 
now commonly used for this purpose. 


Dr. Karl Habel, chief, I.aboratory of Infectious Diseases— 
First evidence of biological warfare attack undoubtedly will 
be the appearance of cases at clinics, where rests responsibility 
for identifying disease. No large scale, self-perpetuating epi- 
demic is expected to result from a biological warfare attack. 


Dr. Floyd S. Daft, acting director, Experimental Biology and 
Medicine Institute—Although a great deal more clinical work 
is required on the subject, evidence to date is sufficient to rec- 
ommend saline solution to treat shock in event of a great 
emergency. 


Dr. J. R. Heller Jr., director, National Cancer Institute— 
One hundred and five persons are in training for cancer research, 
155 in fellowships, 450 actively engaged in research now at 
the institute. Dr. Heller described methods employed and empha- 
sized that the institute is able to assign necessary skilled man- 
power to a project as progress warrants, thereby making efficient 
use of personnel. 


Dr. Robert Felix, director, National Institute of Mental 
Health—Work is under way now on “paper and pencil” test 
designed to be used as part of multiple screening. It would 
take about seven minutes and is expected to uncover some evi- 


dence of such conditions as emotional instability, paranoic trends, 
inability to socialize. This is only screening, not diagnosis, and 
would be followed up where indicated by complete diagnosis, 


Dr. John Cronin, chief, Division of Hospital Facilities, Public 
Health Service—Present hospital facilities could take care of 
only about one seventh of atomic bomb casualties in a city; the 
problem is to arrange for orderly emergency expansion. 


Dr. Bert R. Boone, chief, Technical Development Section, 
National Heart Institute—The recently developed electrokymo- 
graph gives evidence of supplying more accurate and earlier 
detection of coronary thrombosis and constrictive pericarditis, 


Dr. Harry Eagle, chief, Section of Experimental Therapeutics, 
National Institutes of Health—In treatment with penicillin, doc- 
tors should attempt to minimize penicillin-free periods when 
bacteria might recover, remultiply schedule with long 
penicillin-free periods likely to be considerably slower in effect- 
ing cure than continuously maintained level of dosage. 


Dr. John A. Clausen, National Institute of Mental Health— 
Public opinion poll disclosed that only for serious psychiatric 
disorders would any large proportion of those interviewed go to 
psychiatrists ; only one third are willing to visit a psychiatrist 
of their own volition. 


Research Fellowships Available 


The National Research Council is now accepting applications 
for postdoctoral medical research fellowships under three private 
grants. The Rockefeller Foundation is sponsoring grants in 
medical sciences and internal medicine, and the National Tuber- 
culosis Association is offering fellowships in tuberculosis. 


Medical Sciences fellowships are restricted to citizens of the 
United States and Canada with M.D. or Ph.D. degrees who are 
under 30 years of age. 


Internal Medicine fellowships are open to physicians under 40 
who are citizens of the United States. 


Tuberculosis fellowships are open to graduates of American 
schools who are not more than 30 years old, M.D.s and Ph.Ds 
preferred. 


This is the first year for the tuberculosis fellowships, but the 
others have been in existence for several years. The number 
of fellowships awarded will depend on the number of qualified 
applicants. All applications must be filed before December 1, 
and awards will be made by the Medical Fellowship Board 
early next March. 


Information may be secured from Secretary of Medical Fel- 
lowship Board, National Research Council, 2101 Constitution 
Avenue, N. W., Washington 25, D. C. 


Notes 

A thorough analysis of the new Social Security Amend- 
ments appears in FSA’s Social Security Bulletin .for Septem- 
ber. The same material appears in question and answer form 
in the Social Legislation Information Service (issue no. 92) of 
October 23. . Veterans Administration’s latest statistical 
summary shows 35,236 hospitalized for service-connected dis- 
abilities and 68,453 for’ non-service-connected disabilities. 
The first of this month Valley Forge Hospital at Phoenixville, 
Pa.; Fort Campbell, Ky.; Fort Devens, Mass., and Camp Atter- 
bury, Ind., began receiving Army casualties from Korea. This 
brings the total number of Army hospitals in the United States 
taking Korean patients to 14. The Defense Department 
has set up machinery for transfer of medical officers among the 
three services, as provided in one section of the doctor-draft 
law. The officer himself must take the initiative. Transfer 
requests are to be addressed as follows (all Washington 25, 
D. C.): Army, The Adjutant General U. S. Army, attention: 
AGPA-OT; Navy, Chief of Naval Personnel; Air Force, Head- 
quarters, U. S. Air Force, Deputy Chief of Staff for Personnel, 
attention: Director of Military Personnel AFPMP-1-R. 
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MEDICAL NEWS 


(Physicians will confer a favor by sending for this department items of news of general 
interest: such as relate to society activities, new hospitals, education and public health. 
Programs should be received at leusi two weeks before the date of meeting.) 


CALIFORNIA 


Course in Traumatic Surgery.—A course in trauma, frac- 
tures and reconstructive surgery will be presented at the 
Veterans Administration Center, general medical and surgical 
hospital in Los Angeles every Thursday with the exception. of 
the holiday season and the last week of January, beginning 
December 7 and extending through April 26. The course will 
present recent advances in the treatment of civilian industrial 
and military casualties. 


FLORIDA . 

County Health Departments.—Of the 67 counties in 
Florida 64 now have full time accredited county health depart- 
ments. Two other counties have voted to organize county health 
departments. 

Disaster Relief—The Dade County physicians and the 
county Red Cross chapter have joined forces to serve in hurri- 
cane disaster relief. Sixty-six buildings have been designated as 
shelters with one to five doctors assigned to each. Three of 
the designated shelters will be emergency hospitals where persons 
will be taken who are not ill enough to go to one of the area 
hospitals but are in need of medical and nursing supervision. 
Medical kits fully equipped with drugs and supplies ready for 
use have been stored away in designated shelters. The program 
has been set up under the leadership of Dr. George Williams Jr., 
Miami, and has the cooperation of more than 100 doctors in 


the area. 
ILLINOIS 


Program to Strengthen Mental Hospital Staffs.—A new - 


program to strengthen medical staffs and raise medical stand- 
ards in state mental hospitals is scheduled to start early next 
year. It is expected to reduce the turnover of physicians and 
to attract young doctors. Physicians who qualify will be granted 
educational leaves for three months at full pay to pursue courses 
of study or training outside the state system. 


Chicago 
Heart Association Program.—The Clinical Section of the 
Chicago Heart Association will meet November 10 at 10:00 
a. m. in the staff room of Wesley Memorial Hospital. All 
physicians are welcome. The program is as follows: 

Frederic A. Lestina, David E. Markson, Paul S. Rhoads, Effect of 
ACTH on Lupus Erythematosus. P : 
Charles E. Thompson, Paroxysmal Hypertension in a Patient with 

Spinal Cord Injury. 
George C. Sutton, Evanston, and George E. Wendel, An Evaluation of 


__Intracardiac Angiocardiography. 
Clayton J. Lundy, Clinicopathological Problems. 


Foundation for Retarded Children.—The Dr. Julian D. 
Levinson Memorial Foundation, established in September to aid 
mentally retarded children, held its first public meeting in 
October. Speakers included Dr. Abraham Levinson, chief of 
the children’s department of Cook County Hospital and asso- 
ciate professor of pediatrics at Northwestern University. The 
foundation is named for his sor, a pediatrician, who died last 
June at the age of 27. Dr. Karl A. Meyer, medical super- 
intendent of Cook County Hospital, and Dr. Samuel J. Hoff- 
mann, administrative director of the Hektoen Institute for Medi- 
cal Research, with which the foundation is affiliated, spoke at the 
meeting. 

Surgical Society Annual Prize.—The Chicago Surgical 
Society awards an annual prize of $250 for a manuscript describ- 
ing experimental work in experimental or clinical surgery. The 
paper submitted must represent the original work done by one 
man aided by associates but not necessarily based on a completely 
original idea ; the illustrations must be original and not borrowed 
from someone’s correlated work ; the paper must never have been 
read or printed anywhere as submitted in its final form; the 
diction and simplicity of the presentation must remain a large 
factor in its value; all references to the literature or other 
sources of information cited must be in orthodox fashion, con- 
forming to type of abbreviations and order used by the 
Quarterly Cumulative Index Medicus; all illustrations must have 


ample legends appended, and proper and sufficient identification 
marks should be indicated to make understanding of the illustra- 
tions clear and easy; resident requirements of applicants should 
be made to conform to those required for possible members in 
the Chicago Surgical Society, as expressed in its Constitution 
and By-Laws, viz., Cook County, Illinois; all identification 
marks of the individual and of the hospital or institution in which 
work was performed must be eliminated. The paper, accom- 
panied with a sealed envelope bearing the title of the paper and 
containing the name and address of the author, should be in the 
hands of the secretary, Dr. Harvey S. Allen, 154 East Erie St., 
Chicago 11, not later than March 15, 1951. 


LOUISIANA 

Personals.—Drs. John Adriani and Ansel M. Caine, both of 
New Orleans, have been made honorary members of the Cuban 
Society of Anesthesiology and official representatives of the 
organization in Louisiana. The awards were presented at the 
annual meeting of the general visiting staff of Charity Hospital 
of Louisiana. 

Fraternity Lecture.—The annual Alpha Omega Alpha lec- 
ture will be presented November 10 at 8: 30 p. m. in the Hutchin- 
son Memorial Auditorium, New Orleans. Dr. Dewitt Stetten Jr., 
chief of the Division of Nutrition and Physiology, Public Health 
Research Institute, Inc., New York, will speak on “Metabolism 
of Uric ¢ in the Normal and Gouty Subject.” 


MASSACHUSETTS 
Meeting on Casualty Management.—The fall dinner meet- 
ing of the Massachusetts Society of Examining Physicians will 
be held November 15 at the Harvard Club, Boston, under the 
presidency of Dr. Joseph H. Burnett, Boston. The subject will 
be “Casualty Management and Civilian Defense Incident to 


Modern Warfare.” 
MICHIGAN 


Heart Association Grants.—The Michigan Heart Associa- 
tion has made grants totaling $108,000 to medical institutions in 
Michigan for research, education and community service projects. 
More than half the total has been assigned to hospitals, medical 
schools and other institutions in the Detroit area. In addition 
to the research projects, the Rheumatic Fever Control Program 
of the Michigan State Medical Society has received about $24,000 
from the heart association to continue the 30 rheumatic fever 
control centers in the state. 


Wayne University Appointments.—Willard G. McCul- 
lough, Ph.D., has been assigned as assistant professor of 
microbiology at Wayne University College of Medicine, Detroit. 
He was formerly in the medical bacteriology department at 
the University of Michigan. During World War II he served 
as bacteriologist at Camp Detrick for three years. Dr. Harold 
Dwight Priddle has been appointed professorial associate in the 
department of obstetrics and gynecology. He is sponsored by 
a special grant from the Michigan State Department of Health. 
Dr. Priddle comes to Wayne from Chicago Lying-in Hospital. 


NEW YORK 

Dedicate Mental Hospital Building.—The $6,500,000 
medicosurgical building was dedicated October 7 at the State 
Mental Hospital in Binghampton. The seven story building, 
which provides 730 beds, is part of the $99,000,000 state hospital 
program. Governor Thomas Dewey gave the dedication address. 

Postgraduate Assembly in Anesthesiology.—The New 
York State Society of Anesthesiologists will hold its Fourth 
Annual Postgraduate Assembly December 7-9 at the Hotel 
New Yorker, New York. There will be nine scientific sessions 
in panel format. One panel will be presented by residents and 
fellows in anesthesiology discussing original investigations in 
which they have participated. Physicians desiring to attend 
may secure a registration form from the office of the society at 
137 West 11 Street, New York. 
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Psychological Intern Training Program.—The fifteenth 
anniversary of the New York State Psychological Intern Train- 
ing Program was observed October 20 at Letchworth Village, 
Thiells, and Rockland State Hospital, Orangeburg. An all-day 
conference highlighted recent developments in clinical psychology 
and problems of training clinical psychologists. Graduate psy- 
chologists are accepted for regular internships of one year in 
the 13 participating institutions. The program, under the direc- 
tion of Dr. Elaine F. Kinder, was inaugurated as a training and 
recruiting measure to help overcome the acute shortage of trained 
personnel in this field. 

New York City 

Radiological Meeting.—At the November 30 meeting of 
the Kings County Radiological Society at the Kings County 
Medical Society building in Brooklyn at 9:00 p. m., Dr. Jacob 
Buckstein will speak on “Tumors of the Small Intestine.” 

Brickner Lecture.—The seventeenth Walter M. Brickner 
Lecture will be given at the Hospital for Joint Diseases, New 
York, by Dr. Dilworth W. Woolley of the Rockefeller Institute 
for Medical Research November 14 at 8: 30 p. m. on “Selective 
Toxicity of the Sulfonamide Drugs and Its Possible Implica- 
tions.” 

Union’s Gift to Medical Center.—A gift of $10,000 from 
the Amalgamated Clothing Workers of America to the New 
York University-Bellevue Medical Center Campaign was 
announced October 2. The Medical Center has now been 
presented with gifts totaling $20,000 from the two leading unions 
of the garment industry. In July it was announced that the 
International Ladies’ Garment Workers’ Union had given 
$10,000 to the Medical Center campaign. 

Establish Allergy Institute.—Roosevelt Hospital has 
established an allergy institute in honor of Dr. Robert A. Cooke, 
director of the hospital’s allergy clinic since its inception in 
1918. The institute is an outgrowth of the allergy clinic, founded 
by Dr. Cooke and Dr. Albert Vander Veer. The medical staff 
includes 23 doctors, eight of whom are directors of allergy 
clinics in other hospitals but who serve as assistants at Roose- 
velt Hospital. The allergy clinic was first started at New 
York Hospital with $5,000 given by Dr. Cooke’s private patients. 
It was moved to the Roosevelt Hospital in 1932. The clinic 
has supported itself with nominal fees from patients until the 
present time, when increased costs and the demands for enlarged 
facilities for specialized services make it necessary to seek funds 
from outside sources. These services include bacteriology, 
chemistry, immunology and pathology. In 1949 there were over 
37,000 patient visits. The institute now is being conducted in 
the old private pavilion building of Roosevelt Hospital. An 
entire floor of the Tower Memorial Building, to be erected next 
year, will be devoted to its clinic and laboratories. 


NORTH CAROLINA 

New County Hospital.—The 100 bed Sampson County 
Memorial Hospital was dedicated and opened at Clinton Octo- 
ber 8 at ceremonies attended by about 10,000 persons. In 
addition to the main hospital building, a building to house 61 
nurses is under construction. 

Personal.—Dr. Harold J. Magnuson, Chapel Hill, has been 
appointed a member of the World Health Organization Expert 
Advisory Panel on Venereal Infections and Treponematoses. 
He is the director of the Venereal Disease Experimental Labo- 
ratory of the U. S. Public Health Service and research pro- 
fessor, department of experimental medicine, School of Public 
Health, University of North Carolina. 


OHIO 

Dedicate Tuberculosis Hospital.—Richland County Tuber- 
culosis Hospital was dedicated September 24. It is located 
southeast of Mansfield on a 13 acre site donated by the late Mrs. 
Hattie Hunt. More than 100 persons can be cared for in the 
new building, which includes a surgery room, a dental clinic, 
occupational therapy room, three sun rooms, an auditorium and 
a library. 

Starin Lecture.—-The annual William A. Starin Lecture 
was given October 14 at Ohio State University in Columbus 
by Dr. Paul R. Cannon, chairman, department of pathology, 
University of Chicago, on “The Protein Reserves and Immunity 
Mechanisms.” The Starin Lectureship was established in 1948 
in honor of Emeritus Professor William A. Starin, retired 
professor and chairman of the department of bacteriology of 
Ohio State University. 
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SOUTH DAKOTA 

Health Radio Series.—A series of 35 radio health programs 
is being presented over radio station KUSD of the University 
of South Dakota, Vermillion, in cooperation with the state 
department of health, the university school of medicine and 12 
other public service organizations. The programs opened 
October 6 and will be broadcast weekly until June 1, 195]. 
Prominent guests will appear on the programs. The broad- 
casts may be heard over KUSD at 4:30 p. m. on Fridays; 
KISD, Sioux Falls, at 9:00 p. m. on Mondays; KWAT, 
Watertown, at 8:45 p. m. on Wednesdays, and KOTA-FM, 
Rapid City, at 7:30 p. m. on Saturdays. 


TEXAS 


Students to Work with Preceptors.—The University of 
Texas Medical Branch, Galveston, has made arrangements with 
the Texas Academy of General Practice for assignment of 
fourth year medical students ‘to qualified general practitioners 
for preceptorial work of three months each. The Academy of 
General Practice is preparing a panel of general practitioners 
for recommendation to the Medical Branch administration for 
appointment as preceptors. 


New Tuberculosis Hospital.— Dr. John W. Middleton, 
director of the chest clinic of the University of Texas Medical 
Branch, Galveston, has been promoted to associate professor of 
internal medicine. He will be the director of the new Ziegler 
Memorial Tuberculosis Hospital to be erected in association 
with the Medical Branch Hospitals, under the bequest of the 
late Mrs. Rosa Ziegler of Galveston. The hospital is designed 
to accommodate 60 tuberculous patients and will include clinic 
and research facilities. 

Postgraduate Medical Assembly.—The annual meeting of 
the Post Graduate Medical Assembly of South Texas will be 
held at the Shamrock Hotel, Houston, November 20-22. The 
list of guest speakers and one of the subjects of each follows. 

Arthur J. Bedell, Albany, N. Y., The Hypertensive State, Indications 

or Operations, 

William K. Boyd, Toronto, Canada, Pathology of Intercellular Sub- 

stance. 

Amos Christie, Nashville, Tenn., Histoplasmosis and Pulmonary Calci- 

fication. 

William Dameshek, Boston, Chemotherapy of Leukemia and Leuko- 

sarcoma. 

O. Spurgeon English, Philadelphia, Emotional Common Denominators in 

Psychosomatic Disease. 

Nicholson J. Eastman, Baltimore, Management of Breech Presentations. 

L. Kraeer Ferguson, Philadelphia, Treatment of Burns. 

Leo H. Garland, San Francisco, Indications for Radiation Treatment of 

Non-Neoplastic Diseases. 

John H. Gibbon Jr., Philadelphia, Carcinoma of the Lung. 

Julius Lempert, New York, Practical Testing of Physiological Hearing. 

Francis W. Lynch, St. Paul, Psychotherapeutic Aids in Dermatology. 

Robert B. Mclver, Jacksonville, Fla., Indications for Complete Uro- 

logical Study in Infants and Young Children. 

Robert A. Ross, Durham, N. C., Malignancy of the Female Genital 

Tract. 

Byron C. Smith, New York, Orbital Wounds. 

George H. Thiele, Kansas City, Mo., Diagnosis and Treatment of Para- 

rectal Abscesses and Anorectal Fistulas. 

Oliver E. Van Alyea, Chicago, Acute Nasal and Sinus Infection. 

Nathan A. Womack, lowa City, Treatment of Acute Cholecystitis. 

Howard B. Sprague, Boston, Cardiac Arrhythmias. 

The luncheon speakers will be the Hon. W. Lee O’Daniel, 
former governor and former U. S. Senator of Texas, November 
20; November 21, the Hon. Martin Dies, former chairman of 
the House Un-American Activities Committee, and November 
22, Captain Eddie Rickenbacker, president and general manager 
of Eastern Air Lines. 

VIRGINIA 

Society News.—The Virginia Obstetrical and Gynecological 
Society was addressed at Roanoke on October 10 by Dr. F. 
Sidney Dunne of Philadelphia on “Carcinoma of the Endo- 
metrium.” New officers elected are Dr. John M. Nokes, 
Charlottesville, president; Dr. Henry C. Spalding, Richmond, 
president-elect, and Dr. Chester D. Bradley, Newport News, 
secretary -treasurer. 

University Lectures.—The remaining Graduate Lectures of 
the University of Virginia, Charlottesville, include: 

Nov. 13, Shields Warren, Boston, Acute Radiation Syndrome and Its 

Therapy. 

Nov. 20, Chester M. Jones, Boston,-The Alpha Omega Alpha Lecture: 

Problem of Nutrition After Gastroenterological Surgery. 

Nov. 27, Robert S. Palmer, Boston, The Staige D. Blackford Memorial 

Lecture: Rationale of Current Therapy for Essential Hypertension. 

Dec. 4, Joseph E. Moore, Baltimore, Evaluation of Public Health 

Measures for the Control of Syphilis. 


Dec. 11, John H. Gibbon Jr., Philadelphia, Present Status of Mechanical 
Heart and Lung Machines, 
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WISCONSIN 

Dearholt Days Program.—The Wisconsin Anti-Tubercu- 
losis Association will observe “Dearholt Days” November 20-21. 
Dr. James J. Waring, professor of medicine, University of 
Colorado, Denver, and Dr. Herbert C. Maier, assistant clinical 
professor of thoracic surgery, New York University-Bellevue 
Medical Center, New York, will speak before medical students 
at Marquette University, Milwaukee, November 20, at the 
University of Wisconsin, Madison, November 21 and before the 
Dane County Medical Society that evening. Dearholt Days are 
held annually in November in memory of Dr. Hoyt E. Dearholt, 
founder of the association. 


GENERAL 


Section Meeting in Clinical Research.—The annual meet- 
ing of the Midwestern Section of the American Federation for 
Clinical Research was held at the Congress Hotel, Chicago, 
November 2. A series of 31 papers was given at the meeting, 
each followed by a discussion period. 

North Pacific Surgical Association.—This association will 
hold its annual meeting November 17-18 at the Winthrop Hotel 
in Tacoma, Wash., under the presidency of Dr. Siegrfried F. 
Herrmann, Tacoma. Dr. Henry N. Harkins and Dr. Orland 
B. Scott of Seattle will present a paper, by invitation, on 
“Pancreatic Enzyme Activity of Sum Drainage Peritoneal Exu- 
date.” The founder’s lecturer will be Dr. Edward D. Churchill, 
Boston, who will speak Friday evening on “Carcinoma of the 
Lung” and at the annual banquet Saturday evening on “Cervi- 
cothoracic Surgery.” 

National Health Council Appointment.—Philip E. Nel- 
bach, New Haven, Conn., will assume the post of associate 
director of the National Health Council, which is an association 
of 31 national health agencies and professional societies. Mr. 
Nelbach has recently completed five years as public health 
director of the American Friends of Yugoslavia, Inc., a relief 
organization financed by the National War Fund and operating 
under the supervision of the U. S.. Department of State. He 
served for four years as assistant professor of public health 
at Yale University School of Medicine, New Haven, Conn., and 
with the American Public Health Association and the New 
Haven Housing Authority. 

Industrial Medicine Meeting.—The annual fall meeting of 
the Central States Society of Industrial Medicine and Surgery 
will be held in Indianapolis November 9. The forenoon session 
is to be at Indianapolis General Hospital. The program includes 
conference and case presentations, and Dr. W. Burleigh Matthew, 
Indianapolis, will speak on “Eye Medications and Instruments.” 
The afternoon section will be held in the Thurman B. Rice 
Auditorium and the evening meeting at the Athenaeum Audi- 
torium. Speakers will! be: 

James D. Pierce, Evanston, IIL, Problems of Cardiovascular-Renal Dis- 

ease in Industry. 

Louis W. Spolyar, Indianapolis, Recent Developments in Occupational 

Diseases in Indiana. 
Fremont Chandler, Chicago, Low Back Pain. 
Edward C. Holmblad, Chicago, Opportunities in 
Practice. 
In the afternoon there will be a symposium on Medical Testi- 
mony with Dr. E. S. Jones, speaking from the doctor’s standpoint 
and Attorney James V. Donadio speaking from the attorney’s 
standpoint. The evening meeting will be held jointly with the 
Indianapolis Medical Society. 

Annual Southeastern States Cancer Seminar.—The 
fourth annual Southeastern States Cancer Seminar will be held 
at the George Washington Hotel, Jacksonville, November 8-10, 
under the sponsorship of the Florida Division of the American 
Cancer Society and the Florida State Board of Health with the 
cooperation of the Florida Medical Association. All physicians 
of Florida and adjoining states are invited. There is no fee. 
Speakers outside the section will be: 

George C. Andrews, New York, Tumors of the Skin. 

George F. Cahill, New York, Tumors of the Genitourinary Tract. 

Bradley L. Coley, New York, Bone Tumors. 

Lloyd F. Craver, New York, Malignant Lymphomas and Leukemias. 

Harold W. K. Dargeon, New York, Malignant Tumors in Children. 

open A. Kimbrough Jr., Philadelphia, Tumors of the Female Genital 

ract. 
Frank H. Lahey, Boston, Tumors of the Gastrointestinal Tract. 
Hayes E. Martin, New York, Cancer of the Oral Cavity, Lips, Pharynx, 
Larynx and Nasal Sinuses. 

Richard H. Overholt, Boston, Tumors of the Chest. 

Eugene P. Pendergrass, Philadelphia, Radiologic Diagnostic Aspects of 
Malignant Disease. 

Shields Warren, Boston, Relation of Atomic Radiation to Malignant 
Disease. 
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Arthritis Campaign for Funds.—The Arthritis and Rheu- 
matism Foundation will begin November 13 a campaign for 
funds for a program of education and: continuing research into 
the causes, cure and prevention of arthritis and rheumatism. 
Gen. Lucius D. Clay is national chairman of the campaign; the 
quota is $2,000,000. The foundation reports that 7,500,000 
persons in the United States are afflicted, and of these about 
1,000,000 are totally or partially disabled. Rheumatic disease 
costs American business and industry about 97,700,000 work days 
each year and costs an average $20,000,000 in lost wages. The 
cost to American taxpayers is $128,000,000 a year in relief 
allowance. The campaign will continue through December 15. 

Prevalence of Poliomyelitis.—Reports of cases of polio- 
myelitis for the periods indicated have been received from the 
National Office of Vital Statistics, U. S. Public Health Service. 

Week Ended 























ep | Total* 5-Year 
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California 


* Beginning with the twelfth week of each year. 

Board Broadens Regulations for Candidates.—The 
American Board of Obstetrics and Gynecology has broadened 
certain regulations for the benefit of candidates for certifica- 
tion who are in military service. A man whose residency or 
preceptorship training in obstetrics and gynecology is inter- 
rupted by his entrance into military service may later request 
and receive six months’ training credit for a hospital surgical 
assignment while serving with the armed forces. If his assign- 
ment is in obstetrics and gynecology under conditions acceptable 
to the Credentials Committee, he may request and be given 
more credit, subject to ruling of the Credentials Committee 
toward his three required years of formal specialty training. 
Officers of the regular services of the armed forces who had 
been working under a residency assignment or officers of the 
reserve whose civilian residencies are interrupted may offer 
an assignment to duty status in the specialty as substitute for 
their former residency appointments. Periods of military service 
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during the present emergency can be offered by candidates to 
apply full time toward the requirement of two years of post- 
training practice limited to the specialty. Officers of the armed 
forces should inform the proper authorities of the extent of their 
specialty training in order to receive due professional qualifica- 
tions credit and classification. In certain instances classification 
may have direct bearing on assignments. Forms for Appraisal 
of Incomplete Training are available from the board’s office and 
may be used as evidence of present training status. All candi- 
dates in military service should keep a careful, authenticated 
record of their professional work. They are also notified that 
the present published requirement applying to age of case 
records has been extended to allow reports of patients treated 
within five years instead of four years of the date of the candi- 
date’s application. Further information may be obtained from 
Paul Titus, Secretary, American Board of Obstetrics and 
Gynecology, 1015 Highland Building, Pittsburgh 6. 


FOREIGN 


Middle East Tropical Disease Symposium.—This sym- 
posium will be held November 18-19 at the American Univer- 
sity of Beirut in Lebanon, under the auspices of the university 
division of medicine and sponsored by the United Nations 
Relief and Works Agency. Collaborating agencies are the World 
Health Organization, the U. S. Naval Medical Research Unit 
III of Cairo and the French Faculty of Medicine in Beirut. 
Those from the World Health Organization presenting papers 
will be: 
Frank W. Reynolds, Geneva, Penicillin in the Therapy of Syphilis, 
a 1950 Appraisal. 

Dr. Clements, Gemeva, Nutrition Problems in the Middle East. 

G. M-thron. Alexandria, Maternal and Child Care Problems in the 
Middle East. 

Etienne Berthe, Alexandria, Tuberculosis Control. 

Fathi A. Sole:‘man, Alexandria, Venereal Disease Problems in the 
Middle East. 

Mr. Robert L. Bogue, Alexandria, Role of Health Education in Tropical 
Disease Cortrol. 

Speakers from the United Nations Relief Works Agency 
will be: 

Mohyeddin Farid, Malaria Control. 

Mr. James Arbuthnot, Sanitation Problems in the Middle East. 

Speakers from the U. S. unit in Cairo will be: 


Capt. James J. Sapero, MC, USN, Treatment of Malaria. 

Comdr. Robert A. Phillips, MC, USN, Treatment of Dehydration in 
Diarrheal Disease, and Recogni tion and Treatment of Acidosis. 

Surg. Com. William S. Miller, MC, RN, Some Epidemiological Aspects 
of Typhoid 

Lieut. John H. Killough, MC, USN, Antibiotics in Typhoid and 
a? 

James B. Gahan, Medical Aspects of Flies with Particular Ref- 

aE ... to Newer Methods of Control. 

Speakers from the Rockefeller Foundation will be: 

Richard Weir, Cairo, Demonstration of San:tation Control in Villages. 

Guy Hayes, Teheren, Discussant of the Demonstration. 

Mahmoud Abel Az.m, Egyptian Ministry of Health Cairo, Schistoso- 
miasis—Diagnosis, Treatment, Control. 

W. Robert M. Drew, Royal College of Medicine, Baghdad, Iraq, Dis- 
cussant of Treatment of Amebiasis. 

Speakers from the University of Beirut will be: 

Hamilton H. Anderson, Antibiotics in Amebiasis. 

Neal J. Conan Jr., Treatment of Hepatic Amebiasis. 

Joseph J. McDonald, Surgical Treatment of Cutaneous Leishmaniasis. 

Horace Gezon, Rational Use of Antibiotics. 

The French Faculty of Medicine at Beirut is also arranging 


speakers for the symposium. 


DEATHS IN FOREIGN COUNTRIES 

Dr. Boris P. Babkin, retired research professor of physiology 
at McGill University, Montreal, Canada, died May 3. Dr. 
Babkin, a native of Russia, held several posts in physiology 
in Russia, including an assistantship to Pavlov, whose biogra- 
phy he wrote and published in 1949. An exile from Russia, he 
spent two years in England working in collaboration with 
Prof. Ernest Starling. He held a post at Dalhousie University 
Faculty of Medicine, at Halifax, Nova Scotia, Canada, from 
1924-1928, when he became research professor of physiology at 
McGill University, Montreal. From 1940 until his retirement 
in 1942 he was also chairman of the department. He received 
many awards in recognition of his contributions to physiology. 
These include honorary degrees, the Flavell Medal of the Royal 
Society of Canada in 1946, the Friedenwald Medal of the 
American Gastroenterological Association in 1949 and a recently 
awarded fellowship in the Royal Society of London. 


CORRECTION 
Positive Shick Test in Adults——The answer to a query 
with this title in THe Journat Oct. 7, 1950, page 510, gives 
the doses of alum-precipitated toxoid as 0.5 cc., 0.1 cc. and 0.1 
cc. This should have read 0.5 cc., 1.0 cc. and 1.0 cc. 
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Coming Medical Meetings 


American Medical Association, Clinical Session, Cleveland, Dec. 5-8. Dr, 
George F. Lull, 535 N. Dearborn St., Chicago 10, Secretary, 





American Academy  .. Dermatology and Syphilology, Palmer House, Chi- 
cago, Dec. 2-7. . John E. Rauschkolb, P. O. Box 6565, Cleveland, 
Secretary. 

American Association of Medical Clinics, Hotel Cleveland, Cleveland, 
Dec. 4. Dr. Arthur H. Griep, Welborn ‘Clinic, Evansville, Ind., Secre- 
tary. 

American Psychoanalytic Association, Waldorf-Astorig Hotel, New York, 
Dec. 7-10. Dr. LeRoy M. A. Maeder, 1910 Rittenhouse Square, Phila. 
delphia 3, Secretary. 

American Society for the Study of Arteriosclerosis, Hotel Knickerbocker, 
Chicago, Nov. 5-6. Dr. O. J. Pollak, Quincy City Hospital, Quincy 69, 
Mass., Secretary. 

American Society of Anesthesiologists, Houston, Texas, Nov. 7-10. Dr. J. 
Earl Remlinger Jr., 188 W. Randolph St., Chicago 1, Secretary. 

American Society of Plastic and Reconstructive Surgery, Mexico City, 
Mexico, Nov. 27-29. Dr. Clarence R. Straatsma, 66 E. 79th St., New 
York City, Secretary. 

American Society of Tropical Medicine, Savannah, Ga., Nov. 6-9. Dr. 
Quentin M. Geiman, 25 Shattuck St., Boston 15, Mass., Secretary. 
American Trudeau Society, Eastern Sect:on, Sheraton-Belvedere Hotel, 
Baltimore, Nov. 10-11. Dr. N. Stanley Lincoln, Hermann Biggs 

Memorial Hospital, Ithaca, N. Y., Secretary. 

Association of Military Surgeons of the United States, Hotel Statler, 
New York, Nov. 9-11. Col. James M. Phalen, Armed Forces Institute 
of Pathology, Washington 25, D. C., Secretary. 

Gerontological Society, Inc., Chase Hotel, St. Louis, Nov. 12-13. Dr. 
Henry S. Sims, 630 W. 168th St., New York 32, Secretary. 

Interstate Postgraduate Medical Association of North America, Hotel 
Stevens, Chicago, Nov. 6-9. Dr. Arthur G. Sullivan, 16 N. Carroll St, 
Madison, Wis., Managing Director. 

Postgraduate Medical Assembly of South Texas, Shamrock Hotel, Houston, 
Texas, Nov. 20-22. Dr. Donald M. Paton. 229 Medical Arts Bldg., 
Houston, Secretary. 

Puerto Rico, Medical Association of, Santurce, Dec. 13-17. Dr. Victor 
J. Montilla, P. O. Box 3866, Santurce 29, Secretary. 

Radiological Society of North America, Palmer House, Chicago, Dec. 
10-15. Dr. Donald S. Childs, 7i3 E. Genesee St., Syracuse 2, N. Y,, 
Secretary. 

Southern Medical Association, St. Louis, Nov. 13-16. Mr. C. P. Loranz, 
1020 Empire Bldg., Birmingham 3, Ala., Secretary. 

Southern Surgical Associaton, Hollywood Beach Hotel, Hollywood, Fia., 
Dec. 5-7. Dr. John C. Burch, 2112 West End Ave., Nashville 5, Tenn, 
Secretarv 

Western Surgical Association, Minneapolis, Nov. 30-Dec. 2, Dr. Michael 
Mason, 154 E. Erie St., Chicago, Secretary. 


Medical Examinations and 
Licensure 


COMING EXAMINATIONS AND MEETINGS 


EXAMINING BOARDS IN SPECIALTIES 


American Boarp or INTERNAL Mepicine: Final date for filing appli- 
cation was August 19. Oral, including sub-specialties, Dec. 7-9. Execu- 
tive Secretary-[reasurer, Dr. William A. Werrell, 1 West Main St., 
Madison 3, Wis. 

AMERICAN Boarp oF OssTeTRics AND GynecoLocy: Part I, Written 
Examination and Review of Case Histories. Various locations. Feb. 
1951. Final date for filing applications is Nov. 5. Sec., Dr. Paul Titus, 
1015 Highland Building, Pittsburgh 6, Pa. 

AmERICAN Board OF OpuTHaLMoLoGy: Written. Various Centers, 
Jan. 5-6, 1951. Oral. San Francisco, March 11-15; New York, May 31- 
June 4; Chicago, October 1951. Sec., Dr. Edwin B. Dunphy, 56 Ivie 
Road, Cape Cottage, Maine. 

AMERICAN BoarD oF OrtTHOPAEDIC SuRGERY: Part II. Chicago, Jan. 
25-26. Final date for filing applications was: Aug. 15, 1950. Deadline 
for receipt of Part I applications for 1951 is Dec. 30, 1950. Sec., Dr. 
Harold A. Sofield, 1865 N. Kingsley Ave., Los Angeles 27. 

AmERICAN Boarp oF OTOLARYNGOLOGY: New York, Jan. 8-11, 1951. 
Sec., Dr. Dean M, Lierle, University Hospital, lowa City. 

AMERICAN Boarp oF Pepiatrics: Oral. Boston, Dec. 1-3. Exec. Sec., 
Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

AMERICAN Boaxv oF PLasTic SuxcERY: Houston, Nov. 30, Dec. 1-2. 
Sec., Dr. Bradford Cannon, 330 Dartmouth St., Boston 16. 

AMERICAN Boarp oF Proctotocy: Philadelpma, Nov. 11-12, Part II— 
Anorectal Surgery and Proctology. Sec.-Gen., Dr. Louis A. Buie, 102-110 
Second Ave., S.W., Rochester. 

American Boarp of Psycutatry anp Neurotocy: New York, Dec. 
18-19, Final date for filing applications was Sept. 1. Sec., Dr. Francis J. 
Braceland, 102-110 Second Ave., S.W., Rochester, Minn. 

American Boarp oF Raptotocy: Chicago, Dec. 5-10. Quota of 
appointments already filled. Sec. Dr. B. R. Kirklin, Mayo Clinic, 
Rochester, Minn. 

AMERICAN Boarp or Surcery: Written. Various Centers, Oct. 25. 
Written. Various centers, March 1951. Final date for filing applications 
is Dec. 1, 1950. Sec., Dr. J. Stewart Rodman, 225 South 15th Street, 
Philadelphia. 

AMERICAN Boarp or Urotocy: Chicago, Feb. 10-14, 1951, Final date 
for filing applications was Sept. 1, 1950. Sec., Dr. Harry Culver, 314 
Corn Exchange Bldg., Minneapolis 15. 
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DEATHS 


Norton, James Francis ® Jersey City, N. J., born in Jersey 
City, Dec. 27, 1892; Columbia University College of Physicians 
and Surgeons, New York, 1918; vice president 1949-1950 and 
in 1950 member of the House of Delegates of the American 
Medical Association; past president of the Medical Society of 
New Jersey and:the Hudson County Medical Society; member 
of the Society of Surgeons of New Jersey and the American 
Association of Obstetricians, Gynecologists and Abdominal Sur- 
geons; fellow of the New York Obstetrical Society, New York 
Academy of Medicine and the American College of Surgeons ; 
assistant clinical professor of obstetrics and gynecology at his 
alma mater; certified by the National Board of Medical Exam- 
iners; specialist certified by the American Board of Obstetricians 
and Gynecologists; served as chief medical examiner of the 
Jersey City Police Department; attending surgeon and president 
of the medical staff at St. Francis Hospital; attending -obste- 
trician and chief of service at the Margaret Hague Maternity 
Hospital ; attending obstetrician at St. Mary's Hospital in Hobo- 
ken: consulting obstetrician at Mary Immaculate Hospital in 
—. N. Y., and consultant in obstetrics at St. Michael’s 

ospital in Newark; in 1948 received the honorary degree of 
Doctor of Letters from St. Peter’s College; died suddenly, Sep- 
tember 27, aged 57. 

Roman, Desiderio @ Philadelphia; born in 1871; Hahne- 
mann Medical College and Hospital of Philadelphia, 1893; clin- 
ical professor of surgery at his alma mater; fellow and past 
president of the International College of Surgeons and past presi- 
dent of the United States Chapter; fellow and formerly mem- 
ber of the board of governors of the American College of 
Surgeons; past president of the Philadelphia County Medical 
Society; past president of the Philadelphia Chapter of the Pan 
American Medical Association; member of the Association of 
Military Surgeons of the United States and of the founders 
group of the American Board of Surgery; served as consulting 
surgeon at the Memorial Hospital in Wilmington, Del. ; for many 
years senior surgeon at Hahnemann Hospital; head of the 
surgical department of St. Luke’s and Children’s Medical 
Center, where he died September 7, aged 79, of intestinal obstruc- 
tion, pneumonia and left ventricular failure. 

Camfield, Bradford Allen, Shorewood, Wis.; Bennett Medi- 
cal College, Chicago, 1888; Rush Medical College, Chicago, 
1894; died in Delafield, August 31, aged 85, of senility. 

Carr, Jesse Wasson, La Grange, Ill.; Hering Medical Col- 
lege, Chicago, 1895; member of the American Medical Associa- 
tion; served as health officer of La Grange; affiliated with Hins- 
dale (Ill.) Sanitarium and Hospital, died in Gardena, Calif, 
August 18, aged &2, of coronary thrombosis. 

Conrad, Joseph Lewis, McKeesport, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 1906; member 
of the American Medical Association; died August 30, aged 69, 
of heart disease. 

Gollobith, Edward Frank, Hanover, III.; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of the Uni- 
versity of Illinois, 1908; member of the American Medical 
Association; past president of the Jo Daviess County Medical 
Society; died in Bemidji, Minn., August 16, aged 64, of coro- 
nary thrombosis. 

Graefe, Henry, Sandusky, Ohio; University and Bellevue 
Hospital Medical College, New York, 1908; served during 
World War I; vice president and secretary of the Citizens 
Bank; died August 30, aged 65, of coronary thrombosis. 

Graham, Archibald Fowler, Paterson, N. J.; University 
College of Medicine, Richmond, 1912; member of the American 
Medical Association; served overseas during World War I; 
affiliated with Paterson General Hospital; died August 31, 
aged 62, of arteriosclerosis. 

Jones, Thomas Adolphus, Bayonne, N. J.; College of 
Physicians and Surgeons, Boston, 1903; McGill University 
Faculty of Medicine, Montreal, Canada, 1913; died August 9, 
aged 77, of arteriosclerosis. 

Keays, Frederick Love @ Great Neck, N. Y.; Cornell 
University Medical College, New York, 1899; an Associate 
Fellow of the American Medical Association; affiliated with 
the Nassau Hospital in Mineola, where he died September 8, 
aged 78. 


® Indicates Fellow of the American Medical Association. 


Kipps, David M., Front Royal, Va.; College of Physicians 
and Surgeons, Baltimore, 1888: member of the American Medi- 
cal Association; past president of the Medical Society of 
Northern Virginia; county coroner; on the staff of Front Royal 
Community Hospital; died August 17, aged 84, of coronary 
thrombosis. 

Krum, Astley Grant, St. Petersburg, Fla.; Jefferson Medi- 
cal College of Philadelphia, 1887; member of the American 
Medical Association and the Medical Society of the State of 
Pennsylvania ; died in St. Anthony’s Hospital August 30, aged 87, 
of uremia and arteriosclerosis. 

Lancaster, Wilson McArthur, Kissimmee, Fla.; Western 
University Faculty of Medicine, London, Ontario, Canada, 1909; 
member of the American Medical Association; for many years 
owner and medical director of Osceola Hospital; died August 
15, aged 65. 

Lande, Frank © McConnelsville, Ohio; University of Louis- 
ville (Ky.) School of Medicine, 1921; member of the Kentucky 
State Medical Association and the American Society of Clinical 
Pathologists; served during World Wars I and II; formerly 
affiliated with the Veterans Administration; at one time on 
the staff of the National Jewish Hospital in Denver; for four 
years resident medical director of Rocky Glen Sanatorium; 
died August 28, aged 61, of coronary thrombosis. 

Laws, Clarence Jackson ® Princeton, Mo.; University 
Medical College of Kansas City, 1913; served during World 
War I; died August 30, aged 63, of coronary occlusion. 

Mann, Cornelius Atwood, Los Angeles; Washington Uni- 
versity School of Medicine, St. Louis, 1893; died in Glendale, 
Calif., August 17, aged 79, of cerebral arteriosclerosis. 

Mendenhall, Clinton Dickinson, Sea Girt, N. J.; Univer- 
sity of Pennsylvania Department of Medicine, Philadelphia, 
1900; member of the American Medical Association; served as 
physician for the public schools in Bordentown and at the Bor- 
dentown Manual Training School for many years; died August 
16, aged 71, of Parkinson’s disease. 

Nock, Thomas O., ® Philadelphia; Jefferson Medical Col- 
lege of Philadelphia, 1886; University of Pennsylvania Depart- 
ment of Medicine, Philadelphia, 1886; also a graduate in 
pharmacy; died Lankenau Hospital August 31, aged 87, of 
gangrene of the right foot and diabetes mellitus. 

Norton, James Stevens, Shelburne, Vt.; University of Ver- 
mont College of Medicine, Burlington, 1894; member of the 
school board; died iri Burlington August 6, aged 81. 

Ramey, Clyde, Tulsa, Okla.; University of Arkansas School 
of Medicine, Little Rock, 1918; member of the American Medi- 
cal Association; died August 17, aged 60. 

Reed, Charles Anthony, Minneapolis; University of Minne- 
sota College of Medicine and Surgery, Minneapolis, 1898; pro- 
fessor emeritus of orthopedic surgery at his alma mater, now 
known as University of Minnesota Medical School; member of 
the Clinical Orthopedic Society and the American Academy of 
Orthopedic Surgeons; fellow of the American College of Sur- 
geons; affiliated with Shriners Hospital for Crippled Children 
and Eitel Hospital, where he died August 22, aged 78, of car- 
cinoma of the prostate. 

Renn, George Alley, Norfolk, Va.; University of the City 
of New York Medical Department, New York, 1889; member 
of the American Medical Association; honorary president of the 
Virginia Society of Ophthalmology and Otolaryngology; served 
during World War I; formerly a lieutenant colonel in the medi- 
cal reserve corps of the U. S. Army; died in the U. S. Marine 
Hospital August 29, aged 84. 

Richardson, Walter B., Heathsville, Va.; Baltimore Medical 
College, 1895; died August 17, aged 82, of carcinoma of the 
prostate. 

Ridlon, Magnus Gervice ® Kezar Falls, Maine; Medical 
School of Maine, Portland, 1907; served as health officer; died 
July 19, aged 68, of heart disease. 

Stanwood, Richard James, Mountain View, Calif.; Uni- 
versity of Chicago, School of Medicine, 1948; interned at New 
York Hospital; began active duty in the medical corps of the 
U. S. Nava! Reserve as a lieutenant (jg.) Oct. 1, 1949; killed 
in a plane crash off Adak Island in the Aleutians July 4, aged 25. 
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AUSTRALIA 
(From a Regular Correspondent) 


BrisBane, Oct. 9, 1950. 


Free Medicine Crisis in New Zealand 


After 12 years of operation, New Zealand’s “social security” 
medical plan is collapsing under its own weight. In 1938 after 
a period of economic depression, the people of New Zealand 
welcomed the scheme, with its free medicine, free hospitaliza- 
tion and nominal payments for medical attendance. But the 
original humanitarian concept has become a political football. 
Year by year benefits have been increased as a bait for the 
electors, until today the cost of social security is the biggest 
item in the national budget. When a patient consults a doctor 
in New Zealand, he pays 34 cents (two shillings and sixpence). 
The government pays the balance of the fee. The patient receives 
his medicine free on presentation of the doctor’s prescription at 
the pharmacy. Last year there was an average of 3.3 services 
given by doctors per head of population in New Zealand, at a 
government cost of 82 cents per service. An average of four 
prescriptions per head cost 77 cents each, or $3.08 per head per 
year. In its last term of office last year, the labor government 
appealed to the New Zealand branch of the British Medical 
Association to stop the abuses and arrest the drift. One of the 
problems concerns “shopping”: If the doctor does not satisfy 
the patient in what he feels are his prescription needs, he will 
go to a more obliging doctor. The government is now consider- 
ing a nominal fee for each prescription, but the major problem 


“ 


remains to be solved. 

“Increases in the cost of general medical services and 
pharmaceutical supplies has been of such magnitude as to lead 
to serious misgivings as to whether state medical insurance 
against sickness is practicable or whether the best method of 
payment for services has been adopted,” said Dr. Duncan Cook, 
director of clinical services in his annual report for 1949-1950 
to the New Zealand parliament. “The payment of practitioners 
should neither encourage quantity rather than quality of service 
nor encourage people to make unnecessary demands on prac- 
titioners. Unless the desired reforms made possible by the new 
legislation last session provide satisfactory remedies, the present 
system of social security medicine in New Zealand will have 
to be either modified considerably or replaced by a system more 
readily controllable.” Under new legislation a disciplinary com- 
mittee will investigate department complaints and those from 
patients concerning the administration of the scheme. The British 
Medical Association will also appoint advisory councils to assist 
the department in administering the services. 


An Economist Looks at Medicine 

“The basic task of politics is to encourage and develop human 
responsibility,” said Mr. Colin Clark, economist of international 
standing in the third Moore research lecture in Brisbane, 
August 14. “Nobody should be provided with any money or 
service for which he could have made adequate provision for 
himself with a reasonable exercise of responsibility and fore- 
thought. One of the first responsibilities of any man is to 
maintain his own health and that of his family, choosing doctors 
whom his experience and that of his friends tell him to be dili- 
gent and reliable. Medical service of all kinds in Australia 
cost about 4 per cent of the national income. This should be 
bearable by the average family, but a severe illness may sud- 
denly impose a serious financial burden on a family. Modern 
medical science calls for increasingly elaborate treatment and 
equipment. It follows, therefore, that some system of medical 
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insurance is extremely desirable and that some provision should 
be made from public funds to assist it. The practical problems 
of obtaining any system of insurance which will not be open 
to malingering or to neglect of health . . . are 
extremely difficult. But once we devise the right type 
of medical insurance—a question which we will have to solve 
sooner or later—it is then a matter of giving it some support 
from public funds, not providing a complete health service at 
public expense. One thing which is clear is that for a scheme 
to work well and to avoid an expensive and _ inefficient 
bureaucracy, we must have a very high degree of decentraliza- 
tion, either to voluntary societies, or to small local areas, or to 
some combination thereof. It may be asked, Is there, however, 
any real difference between provision by taxation and provision 
by insurance? Is it not merely a difference of name? It is 
really a little more than a difference in name if the insurance 
is compulsory and a uniform charge is imposed on everyone, as 
in British social insurance. But we get very different effects 
on incentive—both on the incentive to work and on the incentive 
to save—if we have a genuine insurance in the sense that, if 
you don’t pay, you don’t benefit. Even if some minimum contri- 
bution is fixed by law, there should be opportunities for all to 
join varying societies or varying schemes offering different 
services and different benefits. In medicine, of all things, a 
rigid uniformity is the last system we should desire.” 


PARIS 
(From a Regular Correspondent) 


July 30, 1950. 


Treatment of Palmar Aponeurosis and Tendinous 
Retractions 

Ch. Flandin, P. Ferreyrolles and H. Khoubesserian have been 
studying for 20 years the possibilities of treating with acu- 
puncture, among other diseases, contracture of the palmar 
aponeurosis (Dupuytren’s contracture). Among the 100 patients 
so treated, the authors noted great improvement immediately 
following the first courses. Often they obtained complete 
recovery: flexed fingers straightened and resumed their normal 
position and movements. When recovery was incomplete, fingers 
parted sufficiently from the palm to allow the patient to use a 
working tool or drive his car. Even in the rare cases of 
failure, the authors noted regeneration of the skin, which became 
more supple and less adherent. Tendinous retractions, like 
those consecutive to accidents, were also treated with success. 
A young girl experienced palmar retraction with immobilization 
of three fingers of the right hand, consecutive to tendinous 
sutures. A few courses of acupuncture brought about the com- 
plete straightening of the fingers, and she was enabled to resume 
her position as a typist, without experiencing the least func- 
tional impairment. As a rule the duration of the disease is not 
prognostic ; a lesion of short duration prior to treatment is some- 
times more refractory than one which has been present several 


years. 
ACUPUNCTURE IN KELOIDS 


The authors applied perikeloid and intrakeloid acupuncture 
in the treatment of keloids; results were excellent. Old and 
bleached scars became supple and flat after one month of treat- 
ment, and pain disappeared in thé third course. In one syphilitic 
patient gummas had left enormous keloids; the scars which 
were treated early became supple and nonkeloid. The authors 
think that acupuncture deserves an important place in the 
prevention and treatment of keloids. 
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Treatment of Asthenia; Percutaneous Absorption of 
Androgenocortical Hormones 

F. Siguier, M. F. Fayle and Berthaux (Medical Clinic of 
the Pitié Hospital and Laboratory of the Pediatry Institute) 
studied a new classification of asthenia, the meaning of the 
17-ketosteroid level in certain cryptogenetic asthenias and treat- 
ment of these asthenias. This study was made on 50 patients 
with pure asthenia, with no detectable visceral disease, par- 
ticular arterial hypotension or clinical sign of adrenal deficiency. 
Many of the patients appeared to be psychasthenic; one third 
had various worries or had experienced emotional trauma 
thought to be connected with their asthenia, and two thirds 
showed great fatigability, dejection and evasion of responsi- 
bilities. In 25 patients (14 men and 11 women) titration of the 
17-ketosteroids showed, before treatment, a decreased rate in 
two thirds and a low normal rate in one third. The treatment 
of the 50 asthenic patients consisted in the percutaneous admin- 
istration of testosterone and adrenal cortex hormone as follows: 
testosterone, 0.001 Gm.; acetate of desoxycorticosterone, 0.001 
Gm.; testicular extract corresponding to 3 Gm. of fresh gland, 
and adrenal cortex extract corresponding to 7 Gm. of fresh 
gland per 1 cc. of solvent. The daily dose varied from 1 to 1.5 
cc., given in divided doses. 

The results were sometimes spectacular. In two thirds of 
the patients, asthenia was favorably modified, especially physical 
and mental asthenia. In one third the arterial pressure rose 
1.5 on an average, to which the authors attached little impor- 
Psychologically, the improvement was manifested by 
normal reaction to difficulties. The 17-ketosteroids increased in 
three patients after 15 days of treatment. Since 17-ketosteroids 
were decreased 50 per cent in asthenic female patients before 
treatment and since male patients experienced no testicular 
atrophy, the authors conclude this ‘is a secondary functional 
adrenal deficiency due to a hypophysiohypothalamic depression. 


tance. 


Common Iliac Arteriectomy 

An arteriectomy was performed, according to Reboul’s technic, 
by J. Huguier, H. Reboul and P. Laubry on the common iliac 
artery, an arterial segment necessitating a prolonged clamping 
of the terminal branch of the aorta. The 51 year old patient 
had diabetes mellitus and gangrene of three toes on the left 
foot due to arteritis. He was sent to Huguier for amputation 
of the thigh because of pain and general deterioration, which 
occurred despite three months’ hospital treatment. Arteriog- 
raphy revealed a segmental obliteration of the common iliac 
and an important delay in the opacification of the left side, as 
compared with the right side, because of which the authors per- 
formed an darteriectomy. Relief from pain followed the 
operation immediately, and healing of the gangrenous tissue was 
rapid and lasting. Later, arteriographic examination showed 
complete permeability of the surgically treated segment, all sub- 
jacent arteries being perfectly permeable but not free from 
lesions due to parietal arteritis. Disappearance of functional 
signs, nevertheless, lasted more than two years. Arteriography 
performed 30 months after the operation showed slight progress 
of the lesions due to the parietal arteritis, subjacent to the 
surgically treated segment. 


Hepatic Periarterial Sympathectomy 

Mallet-Guy obtained excellent results with hepatic periarterial 
sympathectomy in icterus due to hepatitis. He treated nine 
patients for three years and obtained success in seven. These 
patients stood the operation well, the icterus disappeared rapidly 
and, at the same time, the results of tests became normal. In 
certain patients, with an associated biliary dystonia, sympa- 
thectomy was completed either through a sphyncterectomy or 
a right splanchnicectomy. Treatment failed in two patients 
whose icterus was of 18 and 22 months’ duration. On account 
of these remarkable results, Mallet-Guy, in his communication 
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to the National Academy of Surgery, June 7, 1950, stresses 
that the indications for this operation must be extended beyond 
icterus due to hepatitis with periportal sclerosis, to some types 
of degenerative hepatitis, even without icterus, and some types 
of biliary dystonia. 
ITALY 
(From a Regular Correspondent) 


FiLorence, Aug. 30, 1950. 


Social Welfare Convention 

The Public Health Committee of the Second National 
Convention of Social Welfare convened in Rome at the head- 
quarters of the National Research Council under the chairman- 
ship of Professor Giovanardi, director, Institute of Hygiene, 
University of Milan. The committee discussed social welfare’ 
and health assistance projects and, after a lively discussion, 
approved the following main conclusions: 

1. The committee acknowledges that a system of social wel- 
fare for the whole population is for many reasons not feasible 
at present in Italy. Consequently the system should take into 
consideration only the citizens in “precarious economic condi- 
tions” and should be implemented gradually. 

2. With respect to the relation between the provisional system 
and the existing health organizations, the committee acknowl- 
edges the need for a central coordinating organization for all 
public health services. 

3. The committee is in favor of the establishment of an ade- 
quately autonomous central organization as a Ministry of Public 
Health and Social Welfare. 

4. The committee is of the opinion that all health and sani- 
tary services shculd be incorporated in the central public health 
administration. Such services, in particular those concerned 
with maternal and infant welfare, should be adequately strength- 
ened with concentration on prophylaxis. Also, the central public 
health administration should supervise all studies of and initiate 
a fight against venereal diseases. 

5. The committee made the following recommendations with 
regard to the character of the preventive system: (a) Respect 
for the human personality—which should constitute the basic 
affirmation of every system of social protection—should be 
assured by effectual observance of professional medical secrecy. 
(b) The system should ‘embrace all workers, regardless of 
employment. (c) Indirect assistance is preferable when pos- 
sible. (d) When direct assistance is necessary, the position of 
the “confidential physician” should be maintained. (e¢) The tra- 
ditional institution of private medical practice, in the exercise 
of which physicians have given meritorious service in public 
health and social assistance, should be strengthened and adapted 
to the needs of modern assistance. (f) Industrial health and 
compensation services should be autonomous. (g) The bene- 
ficiary of the services should contribute to prevention by con- 
tributing to the assets of the services. 

6. Duplication of assistance should be eliminated and the 
greatest economy exercised in preventive measures in order that 
the greatest part of the resources may be expended for actual 
assistance. The committee calls attention to the present 
deficiency of health services, such as medical assistance, maternal 
and infant welfare and tuberculosis prevention, especially in 
rural areas, where the need for assistance is greatest. 


Ernesto Lugaro Prize 
The clinic of nervous and mental diseases of the University 
of Turin has offered for the year 1950 a prize of 100,000 liras 
for scientific studies on neurology (anatomy, physiology, pathol- 
ogy or symptomatology of the nervous system). The prize was 
named in memory of Ernesto Lugaro. The contest is open to 
Italian and foreign scholars. 





SOCIALIZED MEDICINE IN A 
POLICE STATE 


To the Editor:—I am glad that Dr. E. Vincent Askey wrote 
the letter to THe JourNaAL entitled “Socialized Medicine” (Sept. 
9, page 200). This was in reply to my letter, “The Govern- 
ment Cannot Force Socialized Medicine on Us” (J. A. M. A. 
July 22, page 1113). Dr. Askey pointed out that under a bill 
recertly introduced in the California legislature by Governor 
Warren, which was happily defeated, it would have been illegal 
for any doctor to charge for his services or accept cash or any 
emolument whatsoever, from any patient covered by the pro- 
visions of the bill, except that paid by the state. 

In my letter I pointed out that, under the bill for National 
Compulsory Health Insurance sponsored by the present national 
administration, the doctors could not be forced to become a part 
of the system and that the system would surely fail, even if the 
bill were passed, if the doctors steadfastly refused to give up 
their private practices and become government employees. I 
pointed out that the government could not force the doctors to 
do this and went on to say, “At least, the government cannot 
do this unless we go much further along toward Russian 
methods than we have already gone.” 

Maybe Governor Warren's bill was a straw in the wind and 
an indication of what we may expect if we go further along 
toward the socialistic state. The experience of other countries 
has shown that as socialism develops liberty dwindles. Gov- 
ernor Warren's action in introducing such a bill plainly shows 
us that we must continue the fight against socialized medicine 
and socialism in general probably for many years to come. The 
seeds of socialism were sown in our schools and colleges near 
the beginning of the present century. The ideas were then 
radical but were adopted by a lot of bright young men, who 
later became potent factors in our government. The idea of 
personal liberty is now almost as radical as socialism was 50 
years ago. Maybe we ought to start that as a new and radical 
doctrine in our schools now. Youth is always ready to grab 
any idea that is opposed to the current trend. If we start it 
now, maybe in 50 years we would again get back to the idea 
that personal liberty is worth while. At any rate, we must 
continue the fight indefinitely until the enemy everywhere is 
vanquished. Even though the hour seems dark, we should be 
cheered by the words of Winston Churchill, who in another 
dark hour said, “We shall fight on the beaches, we shall fight 
on the landing grounds, we shall fight in the fields and in the 
streets, we shall fight in the hills; we shall never surrender.” 





Amos R. Koontz, M.D., 
1014 St. Paul Street, Baltimore. 


ELECTROCARDIOGRAMS AND RS-T 
DEPRESSION 

To the Editor:—Dr. J. E. Smith (chief, Medical Standards 
Branch, Department of Commerce, Washington; D. C.), in his 
letter to THe Journat Sept. 9, 1950, corroborates what my 
associates and I have taught and published for many years. 
RS-T segment elevation of 1.5 or even 2 mm. may occasionally 
be observed in normal persons, particularly those of a nervous, 
anxious or neurocirculatory asthenic type. However, an elec- 
trocardiogram with RS-T elevation has to be followed with 
clinical and laboratory studies to ascertain whether there is 
pericarditis or coronary occlusion. The problem of RS-T 
depression is more difficult and just as important. We have 
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CORRESPONDENCE 


always believed that any RS-T depression may be abnormal. 
However, it may be on either a functional or organic basis. 
RS-T depression up to 1 mm. is rare but occurs in nervous 
persons, both at rest and after exercise. Therefore, RS-T depres- 
sion must be investigated just as carefully as RS-T elevation 
to determine its significance. The use of “sympatholytic” drugs 
has proved promising in this respect. 

Dr. Smith found RS-T depression up to 1 mm. in some 
“normal” pilots after the double “two-step” electrocardiogram. 
We are not ready to accept this as a normal response, our 
criterion still being more than 0.5 mm. It is likely that in these 
men the RS-T depression was functional in origin. In the 
majority of patients, depression over 0.5 mm. indicates organic 
coronary insufficiency. Incidentally, in the evaluation of RS-T 
elevation or depression quantitatively, a not uncommon error, 
and often a serious one, is the use of the T-P interval as the 
base line for comparison. This is incorrect. RS-T depression 
or elevation must be judged in relation to the P-R interval or 
the level immediately before the commencement of the QRS 
group. This can be proved as follows: If one looks at an 
electrocardiogram in which the heart rate is slow, one notes that 
the T-P gradually slopes down and may reach the isoelectric 
only just before the P wave. Hence, the beginning of the T-P 
interval is not an accurate base line. 


ArtHur M. Master, M.D. 
125 East 72nd Street, 
New York 21. 


OPENINGS FOR CIVILIAN MEDICAL OFFICERS 


To the Editor:—The Department of the Army is seeking 
American citizens between the ages of 21 and 50 years for duty 
as civilian medical officers for duty in the Far East and Pacific 
areas. We realize that the military demand for medical per- 
sonnel is increasing, but there may be a number of men interested 
and available for civilian service overseas. 

Openings are presently available in the following fields: 


Japan: 

Medical Officer (general) GS-12, $6,400. 

Medical Officer (public health supervisor) GS-12, $6,400. 

Medical Officer (eye, ear, nose and throat) GS-13, $7,600. 

Medical Officer (internal medicine and dermatology) GS-13, $7,600. 
Okinawa: 

Physician (urology) GS-13, $7,600. 

Medical Officer (public health) GS-13, $7,600. 

Medical Officer (public health )GS-15, $10,090. 

Medical Officer (roentgenology) GS-12, $6,400. 


F. B. Strmpuris, 
Acting Representative, Overseas Affairs Branch, 
Office of the Secretary of the Army, 
139 Centre Street, New York 13. 


Eprtor’s Note.—Residents of states represented by one of 
the four offices listed below may want to apply to that office. 
Such applications should be addressed to Representative, Office 
of the Secretary of the Army, Civilian Personnel Division, Over- 
seas Affairs Branch, at any one of the following offices: 


Washington 25, D. C-—Room 1624, Main Navy Bldg. (Alabama, Dis- 
trict of Columbia, Florida, Georgia, Maryland, Mississippi, North Carolina, 
South Carolina, Tennessee, Virginia, West Virginia). 

San Francisco 5, Calif.—Room 527, Pacific Bldg. (Arizona, Arkansas, 
California, Colorado, Idaho, Louisiana, Montana, New Mexico, Nevada, 
Oklahoma, Oregon, Texas, Utah, Washington, Wyoming). 

New York, N. Y.—139 Centre Street (Connecticut, Delaware, Maine, 
Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, 
Rhode Island, Vermont). 

Chicago 15, Ill.—Room 149, 1660 E. Hyde Park Blvd. (Illinois, Indiana, 
Iowa, Kansas, Kentucky, Michigan, Minnesota, Missouri, Nebraska, North 
Dakota, Ohio, South Dakota, Wisconsin). 
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BUREAU OF LEGAL MEDICINE AND LEGISLATION 


SUMMARY SURVEY OF STATE LEGISLATION 
OF INTEREST TO PHYSICIANS ENACTED 
DURING THE TWO YEAR PERIOD 
FROM JULY 1, 1948 TO 
JUNE 30, 1959 


Including special sessions, the legislatures of every state were 
in session some time during the two year period from July 1, 
1948 to June 30, 1950. Of the thousands of proposals considered, 
probably three to five per cent were of definite interest to the 
medical and allied professions. Many of these were reported 
in THe JouRNAL at the time of their introduction, passage 
or enactment and many more were merely indexed and placed 
in the Bureau’s files so that they may be referred to later if 
occasion for studying them arises. The following survey makes 
no attempt to report all proposals in which physicians might 
have an interest. It is concerned only with what seem to be 
the most important of the proposals which actually became 
law in some state. 

Allied Professions and Sundry Vocations 

Medical Technicians—A Florida law authorizes the Board 
of Examiners in the Basic Sciences to examine and license appli- 
cants desiring to practice medical technology which is defined 
as the science, art or technic of performing any laboratory 
tests or examination on or of the blood, blood serum, feces, 
urine, sputum, exudates, transudates, organ contents or any 
by-products thereof, from the human body, living or deceased, 
the results of which are used or interpreted by a practitioner 
of the healing arts in the practice of his profession. 

Nursing.—lowa, Kentucky, Nevada, New Jersey, Oregon, 
South Dakota, Utah, Washington and Wisconsin enacted laws 
providing for the licensing and regulating of practical nursing. 
Indiana and Kansas provided regulations for the licensing of 
professional and practical nurses, while Kentucky, Nevada and 
Washington provided regulations for the practice of profes- 
sional nursing. The Washington law defined a professional 
nurse as a person who has completed a course in an accredited 
school of nursing as provided for in the act and who terms 
herself or himesif to be a graduate or registered nurse. An 
Oklahoma law authorized the board of nurse examiners to issue 
licenses to qualified persons desiring to practice as a “Licensed 
Nursing Attendant” which is defined to mean a person licensed 
as such by the Board of Nurse Examiners to perform such 
duties as are required in the physical care of patients but not 
having the technical understanding necessary for and required 
of professional nurses. A Connecticut law reduced the age limit 
of registered nurses and trained attendants from 21 to 20 and 
21 to 19 respectively and an [Illinois law reduced the age limit 
for registered nurses from 21 to 20. A California resolution 
provided for the creation of a Committee on Nurse Problems 
to ascertain, study and analyze all facts relating to nursing and 
the shortage of nurses and including the problems of nurse 
recruitment, the training of nurses, the causes and effects of 
the shortage of nurses, and other matters. A Florida law 
authorized the Duval County Welfare Board to establish and 
operate an approved school of nursing and a New York law 
amended the education law relating to the practice of nursing 
by defining nursing as the carrying out of prescriptions of dent- 
ists as well as physicians. A Texas law provided for the cre- 
ation of a state board of tuberculosis nurse examiners to license 
and examine applicants desiring to receive certificates as tuber- 
culosis nurses. A Louisiana law authorized hospitals supported 
by the state of Louisiana to enter into contracts with colleges 
or other training agencies supported by public funds in the 
establishment and maintenance of nurses’ education programs 
and the education of other technical personnel together with the 
creation of scholarships for students enrolled in such programs. 


ti Prepared by George E. Hall, Bureau of Legal Medicine and Legis- 
ition. 


Optometry—A Kentucky law created a separate board of 
examiners for optometry and amended the medical practice act 
by removing therefrom provisions relating to optometry. 

Miscellaneous—A New Jersey law fixed minimum qualifica- 
tions for the licensing of public health laboratory technicians. 


Disease Control and Public Health Matters 

General Public Programs.—Laws relating to various phases 
of general public health programs were enacted in Montana and 
Pennsylvania. The Montana law provided for the creation of 
a narcotic education section in the division of public health edu- 
cation and declared the purpose of such section to be to provide 
a consultant in narcotic education to the general public and to 
the Montana educational institutions, from the elementary schools 
through institutions of higher learning, regarding the scientific 
facts concerning narcotic drugs. The Pennsylvania law pro- 
vided an appropriation to the Department of Health of $150,000 
for the purpose of advancing research and demonstrations on 
improvement in nutritional status and consequent improvement 
in physical well-being of civilians based on research work now 
in progress. 

School Health Programs.—New laws in Louisiana, Massa- 
chusetts and South Carolina provide regulations for the estab- 
lishment of school lunch programs. A California law provided 
that a supervisor of health report to the parent or guardian 
shall not include any recommendations suggesting or directing 
the pupil to a designated individual or class of practitioners 
for the purpose of curing any defect referred to in the report. 
An Indiana law authorized school trustees to appoint a school 
physician to examine school children, teachers and janitors for 
physical defects. A Louisiana law requires the board of edu- 
cation to inciude in the curriculum of all public schools a course 
of study on the evil and injurious effects on the human system 
of the use of alcohol and narcotics. A Michigan law provided 
that any program of instruction in sex hygiene in the public 
schools shall be supervised by a registered physician, a regis- 
tered nurse, or a person holding a teacher's certificate, qualify- 
ing such person as supervisor in this field, and no instruction 
in birth control shall be included in such courses. A Missis- 
sippi law authorized the state board of health to establish and 
provide for health education programs in the public schools and 
to employ county health educators for such purpose. A Rhode 
Island law required the giving of instruction in health and 
physical education at least twenty minutes each school day in 
all grades 1 through 12 of the public schools. 

Alcoholism—Laws providing for studies and surveys relative 
to the treatment, care, custody, rehabilitation, etc., of alcoholics 
and chronic inebriates were enacted in California, Colorado, 
Louisiana, Massachusetts, Michigan, Mississippi, New Hamp-. 
shire, Ohio, Pennsylvania, Rhode Island and Vermont. Laws 
providing for definite action relating to the establishment of 
alcoholic clinics and the furnishing of hospital and medical 
care for alcoholics were enacted in Massachusetts, New Jersey, 
New Mexico, Oregon and Utah. A Florida law authorized 
the board of commissioners of state institutions to select and 
acquire a site for a hospital for the treatment of chronic alco- 
holics. A Pennsylvania law empowered the Department of 
Welfare to establish, extend, operate, maintain and provide out- 
patient services for persons suffering from mental diseases, 
mental defect, epilepsy and inebriety. 

Cancer.—Ten states enacted legislation relating to cancer or 
cancer control. Alabama provided that all females within the 
age limit prescribed by the state board of health should be 
urged to voluntarily report during Cancer Detection Month to 
a duly licensed physician of their own choice for an official 
examination for cancer. Persons unable to pay the cost of such 
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examination may register with the county health officer and 
the state board of health will arrange for a free examination. 
Delaware appropriated the sum of $50,000 each year for the 
next two years for detection, research and other purposes relat- 
ing to cancer prevention and control. An Illinois law estab- 
lished a division of cancer control to promote necessary mea- 
sures to reduce the mortality from cancer, heart disease and 
other chronic diseases. A New York law authorized the cre- 
ation of a corporation to establish, maintain and conduct a 
hospital for the treatment of cancer and allied diseases. North 
Carolina required cancer clinics to meet the minimum require- 
ments of the American College of Surgeons for tumor clinics 
or the minimum requirements of the Division of Cancer Control 
of the State Board of Health and required that each physician 
heading such clinic must be a diplomate of the American Board 
of the specialty of medicine in which he is engaged. Penn- 
sylvania provided an appropriation of $200,000 for the mainte- 
nance of the Institute for Cancer Research, Incorporated. 
Oklahoma and Tennessee created divisions of cancer control 
in the state department of public health for the purpose of pro- 
moting programs for the prevention of cancer. New Jersey 
enacted a resolution declaring April to be Cancer Control Month 
and urged the citizens of the state to give their support to the 
American Cancer Society and its cancer control program. A 
Virginia law required every hospital and clinic to make avail- 
able to the State Department of Health abstracts of- records 
of patients having malignant tumors or cancers. 


Cerebral Palsy and Multiple Sclerosis—A Connecticut law 
requires the state department of health to furnish services for 
children who have cerebral palsy or who are suffering from 
conditions which lead to cerebral palsy, such services to include 
the locating of such children, the providing of medical, surgical, 
corrective and allied services and care and the providing of 
facilities for hospitalization and after-care. A Maryland law 
required county boards of education to establish special classes 
for the education of children afflicted with cerebral palsy under 
certain circumstances. A New Jersey law requires every 
physician to report each case of cerebral palsy coming to his 
attention to the local board of health. A Mississippi law 
memorialized the representatives from that state in the national 
Congress to actively support legislation providing for the cre- 
ation of a National Foundation for the study of multiple 
sclerosis. 


Communicable Diseases —A Louisiana law provided that local 
boards of health should not require persons to submit to a 
medical examination or confine them to an institution unless 
directed to do so by the judge of the municipality in which 
the person is arrested except when the person is infected or is 
suspected of being infected with smallpox, asiatic cholera, yellow 
fever or bubonic plague. 


Rheumatic Fever—California provided an appropriation for 
services for physically handicapped children suffering from 
rheumatic fever and rheumatic heart disease and Nevada pro- 
vided an appropriation for the control, treatment, investigation, 
research and eradication of rheumatic fever. 


Tuberculosis —California, Florida and New Jersey provided 
regulations relative to the quarantining of persons afflicted with 
tuberculosis in a communicable form and the treatment of per- 
sons so quarantined. Illinois, Louisiana and Massachusetts pro- 
vided for the creation of new facilities for the treatment of 
tuberculosis patients. Indiana, Louisiana and Tennessee pro- 
vide for the establishment of commissions to study the problem 
of caring for tubercular patients. The Tennessee law author- 
ized the payment of emergency expenditures for needy tuber- 
culosis cases. 


Vaccination—A Michigan law provided that all physicians 
shall offer immunization treatment for protection against diph- 
theria, whooping cough, tetanus and smallpox to all children 
over six months of age at their first visit to the doctor’s office. 


Physical Examination of Automobile Drivers—A Wisconsin 
law prohibited persons subject to epileptic seizures from obtain- 
ing drivers’ licenses unless such person submits a certificate 
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from one licensed to practice medicine and surgery in the state 
certifying that he is ‘free from epilepsy. 


Physical Examination of Employees and Pre-employment— 
Laws making it unlawful for an employer to require appli- 
cants for jobs or employees reporting back to work after fur- 
loughs or leaves of absence to pay the cost of a medical 
examination were enacted in Kentucky, Michigan, Ohio, Okla- 
homa, Utah, Vermont and Wisconsin. 


Physical Examination of Food Handlers—A Tennessee law 
provided that all persons employed as food handlers must pro- 
cure a health certificate, including a chest roentgenogram show- 
ing freedom from tuberculosis and a Wassermann test, signed 
by a physician licensed to practice in the state and such cer- 
tificate must be renewed annually. 


Physical Examination of Minors—An Alabama law required 
the county health officer to make a list of all children in the 
county having any congenital or acquired malformations and 
required the physical examination of such child by the private 
pediatrician, orthopedist or physician of the parent’s choice, if 
the parents are financially able to bear the expense of such 
examination. If the parents are not so able, the child may be 
examined by a county health officer. 


Premarital Examinations—Georgia and Texas required all 
applicants for a marriage license to present certificates from duly 
licensed physicians certifying freedom from syphilis in a com- 
municable stage. An Alabama law relating to premarital exami- 
nations was amended so as to apply to both the male and the 
female rather than just the male. The Illinois premarital 
examination law was amended so as to require just a serological 
test for syphilis and not the additional microscopic examination 
for gonorrhea. 


School Employees—A Massachusetts law required all school 
employees to be examined for tuberculosis by a registered phy- 
sician and to present a certificate at least every three years 
showing freedom from such disease. A New York law required 
school bus drivers to be examined by a licensed physician 
within two weeks. prior to the beginning of each school year to 
determine the fitness of such driver to operate or continue to 
operate the school bus. 

Drugs 

Amphetamine and Penicillin—A Florida law amended the 
food and drug act by including amphetamine and penicillin 
within the list of drugs which must be labeled in a certain man- 
ner unless sold on the written prescription of a member of the 
medical, dental or veterinary profession. 

Barbiturates and H ypnotics——Laws relating to the barbiturates 
were enacted in lowa, Kentucky, North Carolina, North Dakota, 
Ohio, Oklahoma and Texas. The Iowa law amended the food 
and drug act by providing that any drug sold at retail and con- 
taining any quantity of aminopyrine, barbituric acid, pituitary, 
thyroid or their derivatives must be labeled in accordance with 
the provisions of the act unless sold on the written prescrip- 
tion of a doctor, dentist or veterinarian. The North Carolina 
law also amended the food and drug act by providing that if a 
drug is sold at retail and contains any quantity of aminopyrine, 
barbituric acid, cinchophen, dinitrophenol, sulfanilamide, pitu- 
itary, thyroid or their derivatives it must be soid on the written 
prescription of a member of the medical, dental or veterinary 
profession licensed by law to administer such drug. The Ken- 
tucky law made it unlawful for any person to possess, manu- 
facture, sell, dispense, prescribe or administer any barbiturate 
except from a licensed pharmacist upon prescription of a prac- 
titioner. A practitioner is defined to mean a person licensed 
under the professional licensing laws of the state to prescribe 
and administer medicines. The North Dakota law prohibited 
the delivery of barbiturates to any person except by a pharmacist 
upon an original prescription from a person licensed to pre- 
scribe and administer barbiturates. The Ohio law contains 
similar provisions. Oklahoma prohibited the delivery of barbi- 
turates except by a pharmacist on an original prescription 
from a person licensed to prescribe and administer barbiturates 
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but exempted from the provisions of the act the delivery of 
barbiturates by a physician in the course of his practice. The 
Texas law made it unlawful to sell isonipecaine or barbital 
except in drug stores licensed by the state board of pharmacy 
and on written prescription by persons licensed to practice 
medicine by the state board of medical examiners, to practice 
dentistry by the state board of dental examiners, to practice 
yeterinary medicine by the state board of veterinary medical 
examiners and to practice chiropody by the state board of 
chiropody examiners. 


Narcotics —A New Jersey law legalized the filling of pre- 
scriptions for narcotic drugs written by duly licensed physicians 
of other states for patients residing in New Jersey. A New 
York law amended the public health law relating to the uni- 
form narcotic drug act by providing that the word “physician” 


as used therein shall include osteopathy. 


Sulfanilamide—A Pennsylvania law included compounds of 
sulfanilamide within the coverage of the existing law relating 
to the sale and possession of sulfanilamide. 


Miscellaneous—One California law amended the health and 
safety code defining “biologics” by including whole blood and 
blood derivatives and also preparations made from human as 
well as animal tissues or micro-organisms and another Cali- 
fornia law provided that no person shall have in his possession 
any hypnotic drug except that furnished upon prescription of 
a physician, dentists, chiropodist or veterinarian and any person 
furnishing hypnotic drugs to other persons shall first obtain a 
hypnotic license from the board of health. A New Jersey law 
broadened the authority of the board of pharmacy to regulate 
the sale of drugs other than the barbiturates. 


Hospitals 


Fees—A Michigan law permitted members of the faculty of 
the medical school to make a charge for services rendered in 
the university hospital if the patient-is covered by medical or 
surgical insurance. 

State Hospital Construction Programs.—A Georgia law per- 
mitted state grants for the purpose of local hospital construction. 
An Illinois law amended the Illinois hospital construction act 


so as to include authorization for the construction of public - 


health centers. A Louisiana law amended the law providing 
for the creation of a state hospital board by providing that 
at least three members of such board shall be capable of 
reputable physicians engaged in the general practice of medicine 
in the state of Louisiana. A New Jersey law authorized the 
state of New Jersey to create a debt in the sum of $50,000,000 
for the construction, reconstruction, etc. of certain types of facil- 
ities for welfare and educational uses among which are the 
erecting and improving of hospitals throughout the state. 


Licensing Requirements—A number of laws were enacted 
relating to the licensing of various types of hospitals. Califor- 
nia and Kansas enacted licensing laws relating to mental hos- 
pitals. California and Oklahoma enacted legislation relating 
to the licensing of homes for the aged and another Ok's':oma 
law provided licensing regulations for rest homes. Connecticut, 
New York and Rhode Island provided for the licensing of 
maternity hospitals. Alabama, Rhode Island and Vermont 
enacted regulations for the licensing of general hospitals 
throughout the state. A Wyoming law amended the hospital 
licensing law enacted in 1948 by requiring the state board of 
health to submit biennially to the legislature for their consid- 
eration and approval a code of minimum hospital standards for 
all hospitals in the state. A Florida law provided for the 
licensing and regulating of private nursing homes. 


Reporting of Wounds, Injuries and Diseases—A Louisiana 
law provided that the superintendents of all charity hospitals 
and other hospitals having contracts with the state for the care 
and treatment of indigents shall furnish to the doctor who refers 
the patient to such institution a report on such patients showing 
the diagnosis, laboratory and roentgen findings and treatment 
prescribed when such patient is discharged from such institu- 
tion. A Virginia law required every hospital and clinic to 
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make available to the State Department of Health abstracts 
of records of patients having malignant growths. 


Staff and Management.—A_ California law amended the 
health and safety code by providing that the board of directors 
of any hospital operated by a local hospital district shall be 
responsible for the operation of such hospital and shall pre- 
scribe minimum standards for its operation. A New York law 
amended the mental hygiene law by eliminating from the exist- 
ing law the requirement that the director of the homeopathic 
hospitals for the mentally ill shall be a homeopathic physician 
and that preference in such institutions shall be given to 
homeopathic physicians. A Pennsylvania law provided that no 
state hospital under the direction of the department of welfare, 
having in attendance one or more physicians or interns, shall 
increase its staff of physicians or interns unless authorized to 
do so by the department of welfare and no such permission 
shall be granted as long as there is in the state any such hospital 
having one hundred beds or more but not having at least one 
licensed physician or intern 


Regulation of Healing Arts Practice 


Annual Registration—An amendment to the West Virginia 
medical practice act provided for the biennial registration of 
physicians. 


Basic Science Laws—A completely new basic science act 
was enacted in Texas. It requires any person desiring to take 
an examiiation for a license to practice any branch of the heal- 
ing art to first pass an examination in the basic sciences of 
anatomy, physiology, chemistry, bacteriology, pathology, hygiene 
and public health, An Oklahoma law supplemented the exist- 
ing basic science act by authorizing the issuance of a certificate 
of ability in the basic sciences to physicians, chiropractors and 
osteopaths who were licensed in the state at the time the basic 
science act was enacted, namely, 1937. One amendment to the 
basic science act of Arkansas exempted chiropractors who were 
resident in the state and licensed to practice prior to March 
1948, and another added the subject of hygiene as one of the 
basic science subjects. An amendment to the Connecticut basic 
science act relating to reciprocity, provided that the provisions 
for granting a certificate of ability without examination: shall 
not apply to any person who has failed to pass the examination 
provided for in the section or who has failed to satisfy the 
state board of healing arts as to any other provision of the 
section. An amendment. to the recently enacted Texas basic 
science law exempted therefrom graduates of schools of the 
healing arts who have been enrolled in their respective schools 
for at least one year prior to the enactment of this law and 
who have attended the schools under the G. I. Bill of Rights 
and were bona fide residents of the state at the time they entered 
the military service, provided further that this section shall not 
apply to any person who entered the military service after 
January 1, 1946. This ameadment also exempted from the pro- 
visions of the basic science act any member of any religious 
faith in administering the last rites of his faith, A Wisconsin 
basic science act amendment provided that if an applicant fails 
in two or more subjects on the examination he must apply anew 
and stand examination in all subjects. 


Central Licensing Agency—A New Jersey law transferred 
the functions, powers, duties, records and properties of the state 
board of medical examiners to a newly created division of 
professional boards established in the department of law and 
public safety. 


Chiropractors.—Nine states enacted legislation relating to the 
licensing of chiropractors. A Texas law created a Texas board 
of chiropractic examiners and provided that any person shall 
be regarded as practicing chiropractic who shall employ objective 
or subjective means without the use of drugs, surgery or roent- 
gen or radium therapy, for the purpose of ascertaining the align- 
ment of the vertebrae of the human spine, and the practice of 
adjusting the vertebrae to correct any subluxation or misalign- 
ment thereof. A Nevada law amended the existing chiropractic 
act by, among other things, including the following definitions : 
Chiropractic is defined to be the science of palpating and 
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adjusting the articulations of the human spinal column by hand 
only. Chiropractic-physiotherapy is defined to be the adjust- 
ment of the articulations of the human body by hand and with 
the use of electrical, mechanical, hygiene, and sanitary measures, 
which measures do not pierce or sever the body tissues. A 
Maryland law amended the existing chiropractic practice act 
by providing that a license to practice chiropractic shall not 
include the right to practice obstetrics. A Virginia law provides 
for the creation of a Special Board of Examiners in Basic 
Science to examine chiropractors and naturopaths who now hold 
temporary licenses and sets up regulations as to how such 
chiropractors and naturopaths may obtain permanent licenses. 
A Florida law requires chiropractors to renew their licenses 
annually while a Wisconsin law eliminated from the annual 
registration requirements of chiropractors the former provision 
that at the time of such annual renewal the applicant must 
present satisfactory evidence that he has attended at least one 
of the two day educational programs conducted by the Wisconsin 
Chiropractic Association. A California law provided that no 
blind person shall be denied admission into any college or 
school of chiropractic or be denied the right to take any exam- 
ination or obtain any diploma or denied admission into an 
examination for a state license to practice chiropractic on the 
ground that he is blind. A Connecticut law relating to the cir- 
cumstances under which a chiropractor may obtain a certificate 
of approval without examination, provided that the examining 
board shall not grant a certificate of approval without examina- 
tion to any person who shall have been refused a certificate by 
the state board of healing arts because of failure to pass the 
examination or because of failure to satisfy the board of any 
other requirement. A North Carolina law relating to the prac- 
tice of chiropractic provided for the granting of temporary 
licenses to applicants, which licenses shall be effective until the 
next meeting of the board. A Maryland law increased the 
educational requirements from 3,600 to 4,000 hours of study and 
authorized the chiropractic board to investigate schools seeking 
approval and a Maine law amended the chiropractic practice 
act by requiring applicants to be examined in the additional 
subjects of electrotherapy, hydrotherapy, dietetics and bacteri- 
ology. Florida and Wisconsin amended their chiropractic acts 
by setting forth grounds for the revocation or suspension of a 
license to practice chiropractic. 


Midwives—A Louisiana law provides regulations for the 
examining and licensing of midwives. 


Naturopaths—Naturopathic practice acts were enacted in 
Georgia and Texas. The Georgia law provided for the estab- 
lishment of a Georgia Board of Naturopathic Examiners and 
defined naturopathy as that philosophy and system of the heal- 
ing art embracing prevention, diagnosis, and treatment of human 
ills and functions by the use of several properties of air, light, 
heat, cold, water, manipulation, with the use of such substances, 
nutritional as are naturally found in and required by the body, 
excluding drugs, surgery, x-ray, and radium therapy, and the 
use of x-ray equipment. The Texas law provided for the crea- 
tion of a state board of naturopathic examiners and defined 
naturopathy as that philosophy and system of the healing art 
embracing prevention, diagnosis and treatment of human ills 
and functions by the use of several properties of air, light, heat, 
cold, water, manipulation with the use of such substances, nutri- 
tional as are naturally found in and required by the body, 
excluding drugs, surgery, x-ray and radium therapy, and the 
use of x-ray equipment. A Connecticut law amended the natur- 
opathic practice act by increasing the educational requirements 
of persons desiring to become naturopaths to a course of study 
of an academic year of not less than 32 weeks’ duration in a 
college or scientific school approved by the board before enter- 
ing a naturopathic college. An Oregon law required naturo- 
paths to register their licenses annually and to pay an annual 
registration fee of ten dollars. A South Carolina law amended 
the naturopathic practice act by setting forth grounds for the 
revocation of a license, by requiring two years premedical 
course rather than one and by making licensure discretionary 
rather than mandatory on the part of the board of examiners. 
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Osteopaths——Arizona proyided that osteopaths shall take the 
same examination and be issued the same licerise as medical 
applicants. The law, however, contained a proviso that osteo- 
paths shall not perform major surgery unless they have had 
two years of surgical training in a hospital approved for such 
training by the board or shall demonstrate to the board equiva- 
lent training. A Wisconsin law provided that persons licensed 
to practice osteopathy and surgery may obtain a license to 
practice medicine and surgery by passing the same examination 
in materia medica and pharmacology as is given to applicants 
from medical colleges and by producing evidence of having taken 
certain refresher courses in those subjects in a reputable oste- 
opathic college. Such persons, however, may not call them- 
selves doctors of medicine. An Oregon law amended the exist- 
ing osteopathic act by providing‘that the practice of osteopathy 
and surgery by a duly appointed member of the resident staff 
or by an intern while actually serving as such in any legally 
incorporated osteopathic hospital shall not be governed by the 
act. This law also authorized the board of osteopathic exam- 
iners to accept a certificate of successful examination issued by 
the National Board of Examiners of Osteopathic Physicians and 
Surgeons. A Louisiana law amended the law relating to oste- 
opathy by increasing the license fee to $50.00 and by restating 
the section relating to reciprocity certificates. A New Jersey 
law provides that persons licensed to practice osteopathy may 
secure a license to practice medicine and surgery providing they 
meet certain qualifications and make application therefor within 
a certain specified time. 


Physical Therapists—A Washington law created an examin- 
ing committee of physical therapists and defined physical therapy 
as the treatment of any bodily or mental condition of any person 
by the use of the physical, chemical and other properties of 
heat, light, water, electricity, massage and therapeutic exer- 
cise, which includes posture and rehabilitation procedures. The 
use of roentgen rays and radium for diagnostic and therapeutic 
purposes and the use of electricity for surgical purposes, includ- 
ing cauterization, are not authorized under this law. The law 
further defined a physical therapist as a person who practices 
physical therapy as above defined under the prescription, super- 
vision and direction of a person licensed to practice medicine 
and surgery. 


Psychiatry—A New York law amended the mental hygiene 
law by providing regulations for the licensing of psychiatric 
clinics. 

Psychologists—A Virginia law amended the existing law 
relating to the licensing of clinical psychologists by requiring 
applicants to be graduates of a college or university accredited 
by a recognized regional accrediting agency or to have had 
other acedemic training or specialized experience which, in 
the opinion of the board, is equivalent thereto. 


Membership of Boards of Medical Examiners—A Missouri 
law created a state board of medical examiners to take over 
the duty of licensing and regulating practitioners of medicine, 
surgery and midwifery now exercised by the state board of 
health. A Pennsylvania law transferred to the department of 
public instruction the state board of medical education and 
licensure, the osteopathic examining board and others. 


Internship—An Oklahoma law amended the medical practice 
act by authorizing the board of medical examiners to require 
all applicants for licensure to present a properly verified cer- 
tificate that they have served a one year’s internship in a 
general hospital approved and recognized by the board. 


Graduates of Foreign Medical Schools—A California law 
provided that nothing shall prohibit the board of medical 
examiners from disapproving any foreign medical school nor 
from denying the application of such school if, in the opinion 
of the board, the instruction received by the applicant or the 
courses were not equivalent to that required in the California 
provisions relating to the licensing of physicians and surgeons. 
A Maryland law provided that applicants for a license who 
graduated from a college in a foreign country, the entrance 
requirements, standard of education and requirements for grad- 
uation of which are equivalent to the standard defined by the 
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Association of American Medical Colleges or the Intercollegiate 
Committee of the American Institute of Homeopathy shall be 
eligible for licensure in Maryland. A New Mexico law author- 
ized the board of medical examiners to grant licenses to practice 
medicine in the state without examination to graduates of 
medical colleges of either the Republic of Mexico or the 
Dominion of Canada if the school is accredited in such Republic 
or Dominion, if the applicant is a citizen or has applied for 
citizenship in the United States, if the applicant has successfully 
passed the required examination, and if the applicant has served 
as internship in a hospital within the state of New Mexico for a 
period of not less than two years under a reputable licensed 
medical practitioner. 

Licensure without Examination—Reciprocity.—A Virginia law 
amended the medical practice act by providing regulations 
relating to reciprocity between Virginia and the District of 
Columbia. 

Temporary Licenses —Laws in California and Oklahoma pro- 
yided for the issuance of temporary licenses to otherwise quali- 
fied physicians who desire to practice in certain institutions. A 
Georgia law amended the medical practice act relating to the 
issuance of temporary licenses by omitting the requirement of 
the existing law that the applicant must have been a practicing 
physician in a foreign state or country for at least twenty 
years. A South Dakota law permitted the newly created board 
of medical and osteopathic examiners to grant temporary licenses 
to practice when the board, by resolution, finds that an urgent 
need exists in any part or portion of the state. The temporary 
license is effective for not exceeding four years and entitles the 
person to whom issued to engage in the practice of medicine, 
surgery and obstetrics during such period. 


Veterans—A California law amended the Business and Pro- 
fession’s Code relating to applications for licensure from com- 
missioned medical officers. If a physician served in any of the 
armed forces of the United States between Dec. 7, 1941, 
and Dec. 31, 1946, and was a resident in California before 
entering medical school, he may apply for a certificate to prac- 
tice medicine. If the requirements for his commission were less 
than California requirements for a certificate to practice, the 
applicant may be required to pass a practical, clinical, oral 
examination. 

Injunctive Process—Laws permitting the use of injunctive 
process to restrain the unlawful practice of medicine were 
enacted in Arizona, Idaho, Nevada, Pennsylvania and West 
Virginia. 

Christian Scientists—An Ohio law amended the medical 
practice act by exempting therefrom persons treating human 
ills through prayer alone in accordance with the tenets and creed 
of a church, such as practitioners of the Christian Science 
church, 


Interns —A Louisiana law amended the medical practice act 
by exempting therefrom anyone serving as a first year intern in 
a recognized training program in any public or private hospital 
or institution. Formerly exempted were persons serving full 
time without salary or professional fees on the resident medical 
staff of municipal or state hospitals or asylums. 


Miscellaneous (Completely new acts and general amendments). 
—New medical practice acts or general revisions of existing 
medical practice acts were enacted in Arizona, Idaho, Nevada, 
South Dakota and West Virginia. The Arizona law is a rather 
complete revision and re-enactment of the medical practice act. 
It provides, among other things, for the right to make use of 
the injunctive process in enforcing the provisions of the act 
and provides further that the giving or receiving of rebates shall 
be construed to be within the meaning of the term “unprofes- 
sional conduct.” The Idaho law repeals and re-enacts the exist- 
ing medical practice act with extensive amendments. Among 
other things, it creates an independent state board of medical 
examiners, provides for the granting of temporary licenses and 
authorizes the use of the injunctive process in enforcing the 
provisions of the act. The Nevada law makes general amend- 
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ments to the medical practice act, including the right to make 
use of the injunctive process against persons unlawfully prac- 
ticing any branch of medicine, surgery, obstetrics or any other 
system of diagnosis or treatment without a license. The South 
Dakota law repealed existing state laws relating to the practice 
of medicine and the practice of osteopathy and created a state 
board of medical and osteopathic examiners of which one mem- 
ber is a doctor of osteopathy. Applicants for a license to prac- 
tice either medicine or osteopathy must take the same 
examination except that medical applicants would be examined 
in the practice of medicine and osteopathic applicants in the 
practice of osteopathic medicine. Licenses must state upon their 
face whether or not the licensee is authorized to practice medi- 
cine or surgery or osteopathic medicine and surgery. The West 
Virginia law also makes general amendments to the medical 
practice act by including the creation of a medical licensing 
board, the right to make use of the injunctive process to 
enforce the provisions of the act and the biennial registration 
of licentiates.5 A New York law provided that the commis- 
sioner of mental hygiene, when an emergency exists by reason 
of a lack of a sufficient number of physicians in any institution, 
may present evidence thereof to the civil service commission 
which, after due inquiry, may determine the existence of an 
emergency and waive the requirements of the civil service law 
as to the citizenship of applicants in competitive examinations 
for the position of senior psychiatrist or supervising psychiatrist 
in such institution until the emergency has ceased to exist. 


Rights and Privileges—Duties and Liabilities— 
of Practitioners 


Limitation of Malpractice Actions—A New York law 
amended the public health law by providing that no civil action 
should be brought against a physician, officer or employee of 
the department of health in his personal capacity for alleged 
damages because of the manner in which the profess:onal services 
were performed, any act done or failure to perform any act 
while discharging his official duties without leave of a judge 
of a supreme court first had and obtained. The physician shall 
not be liable for damages in any action if he shall have acted 
in good faith with reasonable care and upon probable cause. 
Another New York law amended the general municipal law 
by indemnifying physicians and dentists for services rendered 
in the course of a home care service maintained by a public 
institution. 


Privileged Communications—A Nevada law provided certain 
amendments to the existing law relating to privileged commu- 
nications. Among other things, there is the provision that the 
bringing of an action to recover for the death of a patient by 
the executor of his will, by the administrator of his estate, by 
the surviving spouse or by the children personally shall con- 
stitute a consent to the testimony of any physician who attended 
such deceased. 


Designation of School of Practice—An Oregon law pro- 
vided that any person practicing any of the healing arts or 
optometry who uses the title “doctor,” “clinic,” “institute,” 
“specialist” or any other assumed or artificial name or title 
in connection with his profession shall add after his name a 
designation of the branch of the healing art which he practices. 


Prenatal Examinations—Prenatal examination laws requir- 
ing a physician to take a blood sample of a pregnant woman at 
the time of the first professional visit and to submit such sample 
to a laboratory for a standard serological test for syphilis were 
enacted in New Mexico, North Dakota, Texas and Virginia. 


Rebates—New laws in Arizona, California and Washington 
made it unlawful for physicians to accept rebates in any form. 
The California law was an amendment to the business and 
professions code and the Arizona and Washington laws made 
it an act of unprofessional conduct for a physician so to act. 


Reports of Wounds, Diseases and Defects—Laws requiring 
physicians to make certain reports to health officers and sheriffs 
and other individuals were enacted as follows: Arkansas—report 
of all cases of knife wounds treated by physicians, surgeons, 
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hospitals and druggists to the office of the sheriff of the county; 
California—reports of totally deaf children or children with 
impaired hearing to the department of education; Indiana— 
reports of blindness or visual impairment to the state board of 
health; Massachusetts—reports of occupational diseases to 
department of labor; Minnesota—reports of tuberculosis to the 
state board of health; Minnesota—reports of malignant disease 
to the state board of health; New Hampshire—reports of com- 
municable disease to the local board of health; New Jersey— 
reports of cerebral palsy to local board of health; New York— 
reports of cerebral palsy to the health officer of the county, city, 
town or village; North Carolina—reports of cancer to the local 
health officer; North Carolina—reports of premature births to 
the local health department. 


Compulsory and Voluntary Medical, Dental and 
Hospital Service and Insurance Plans 


Prepaid Hospital Care Plans—Georgia, Oklahoma and Ten- 
nessee provided regulations for the organization of nonprofit 
hospital service and medical service corporations. South 
Dakota provided for the organization of cooperative associations 
for the construction and operation of hospitals and to provide 
medical services. A Massachusetts law enacted general amend- 
ments to the existing law relating to the organization of non- 
profit hospital service corporations. Another Massachusetts law 
amended the law relating to nonprofit hospital service corpora- 
tions by authorizing such corporations to enter into reciprocal 
arrangements with other financially sound nonprofit hospital 
service corporations organized in other jurisdictions to provide 
hospital service benefits for subscribers residing or employed in 
the commonwealth. A Kentucky law amended the law relating 
to the organization of medical service plans by providing for 
the organization of hospital service plans also. 


Prepaid Medical Care Plans—A Georgia law provided regu- 
lations for the organization and operation of nonprofit medical 
service plan corporations. A Florida law amended the law 
relating to hospital service plans by providing that the term 
“medical and/or surgical service plan” should include the con- 
tracting for the payment of fees for professional services author- 
ized by a duly licensed doctor of medicine. A Pennsylvania 
law amended the law relating to prepaid medical service plans 
by authorizing the organization of prepaid dental service corpor- 
ations. Two other Pennsylvania laws provided that medical 
service plan corporations shall include the services of doctors 
of osteopathy. An Idaho law insured free choice of physician 
and hospital to subscribers of medical, surgical and hospital 
plans. An Illinois law amended the law relating to medical 
service plan corporations by raising the dependent age from 18 
to 19, and by increasing the size of the board of directors 
from 9 to not more than 21 and providing that a majority of 
such trustees or directors shall be physicians licensed to practice 
medicine in all its branches in Illinois. A Massachusetts law 
amended the law relating to medical service corporations by 
permitting the inclusion of dental services in contracts therefor. 


Compulsory Accident and Sickness Insurance—A New York 
law amended the workmen's compensation law by making pro- 
vision for the payment of benefits for disabilities resulting from 
nonoccupational injury and sickness. A Washington law 
amended the unemployment compensation law so as to provide 
for disability compensation. A Rhode Island law repealed and 
reenacted the Rhode Island cash sickness compensation act. 


Compulsory Health Insurance—Resolutions by one or both 
houses memorializing the Congress of the United States to 
refrain from imposing any form of compulsory insurance or 
system of medical care designed for national bureaucratic con- 
trol on the people of the United States were enacted in Alabama, 
Arkansas, Delaware, Florida, Illinois, Louisiana, Maryland, 
Massachusetts, Michigan, Mississippi, Nebraska, Tennessee, 
Texas and Utah. A simple House resolution in Washington 
resolved that the President of the United States be commended 
for his courageous fight in behalf of the health of the people of 
the country. 
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Workmen’s Compensation and Occupational 
Disease Legislation 


A Utah law broadened the coverage of the occupational dis- 
ease provisions by adding to the specific list a provision cover- 
ing any other disease arising out of the employment—with 
certain restrictions. A West Virginia law amended the work- 
men’s compensation act so as to provide payment of compensation 
for injuries resulting from occupational diseases. A Massa- 
chusetts law amended the workmen’s compensation act by 
providing that any physician who has testified either for an 
insurer or a claimant at least three times in the preceding twelve 
months shall not be eligible to be appointed by the compensation 
commissioner as an impartial physician. A Rhode Island law 
amended the workmen’s compensation act by requiring 
employees, under certain circumstances, to submit themselves to 
an examination by a physician or surgeon authorized to practice 
medicine under the laws of the state, furnished and paid for by 
the employer. The employee may have his own physician pres- 
ent at such examination at his own expense if he so desires. 
A Virginia law gave the right to the State Health Commissioner 
to enter and inspect any industrial or commercial establishment 
for the purpose of checking on occupational disease. 


Education, Experimentation, Scientific Aspects 
of Medicine 


Anatomical Acts—Alabama, Arkansas, Louisiana and Minne- 
sota permitted persons of sound mind to dispose of their bodies 
in whole or in part for purposes of the advancement of medical 
science or for the replacement of diseased or worn out parts 
of other human beings, the disposition being to a hospital, uni- 
versity, college, etc. A Maryland law created an anatomy board 
to have charge of the distribution of certain dead bodies which 
come under its control providing that such bodies shall be used 
only for the promotion and application of the medical sciences. 
An Oregon law provided for the promotion of medical science 
by the distribution and use of unclaimed human bodies for scien- 
tific purposes by the University of Oregon Medical School. A 
Wisconsin law provided provisions facilitating the utilization of 
unclaimed bodies for dissection purposes at the University 
of Wisconsin, Marquette University or any accredited school of 
mortuary science. 


Animal Experimentation—A Minnesota law authorized the 
state live stock sanitary board to license institutions desiring 
to obtain impounded animals for purposes of scientific investi- 
gation. A Wisconsin law authorized dog pounds throughout 
the state to dispose of unredeemed live dogs to the University 
of Wisconsin, Marquette University or any other educational 
institution of higher learning accredited to the university on 
requisition by the institution, provided the requisition is for 
scientific or educational purposes. 


Asexualisation—An Idaho law amended the law relating to 
the establishment of a State Board of Eugenics by requiring 
that such board shall be composed of five persons who are quali- 
fied in either medicine and/or psychiatry and who shall be 
appointed by the governor with the advice and consent of the 
senate. Operations performed on persons by the consent of the 
person involved must be performed by or under the direction 
of a surgeon specially designated for each case by the board. 


Autopsies—A California law made it a misdemeanor for any 
person to perform an autopsy on a dead body without having 
first obtained the written authorization of the coroner or other 
authorized public officer or the person who has the right of dis- 
position of the body. A Kansas law provided, among other 
things, that an autopsy may be performed upon the body of a 
deceased person by a physician or surgeon when so authorized 
in writing by the decedent during his lifetime or by the dece- 
dent’s surviving husband or wife, an adult child, a parent, or a 
brother or sister. A Mississippi law authorized any coroner 
to order an autopsy upon the body of a deceased person on 
written motion of the county prosecuting attorney or the district 
attorney. Such autopsy must be performed by a qualified sur- 
geon or physician. A Montana law authorized autopsies on 
dead bodies in cases where dissection is directed or authorized 
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by the last will and testament of the deceased and in cases 
where the husband, wife or next of kin shall in writing authorize 
dissection, autopsy or postmortem examination for the purpose 
of ascertaining the cause of death. All such autopsies shall be 
performed by a physician or surgeon duly licensed to practice 
medicine by the state board of medical examiners and on 
completion of the examination the physician shall deliver a writ- 
ten report together with his findings as to the cause of death 
to the next of kin of the decedent or the representative of the 
decedent’s estate or to other persons lawfully requesting such 
procedures. A Wisconsin law provided that consent for a 
licensed physician to conduct a postmortem examination of the 
body of a deceased person shall be deemed sufficient when given 
by whichever one of the following assumed custody of the body 
for purposes of burial: father, mother, husband, wife, child, 
guardian, next of kin, or in the absence of any of the foregoing, 
a friend or a person charged by law with the responsibility for 
burial. 


Blood Banks——A Massachusetts law provided that no blood 
banks shall be established and maintained in Massachusetts 
except by a licensed hospital or by the American Red Cross. 


Contraception—An Idaho law exempted from the provisions 
of the pharmacy act relating to advertising, sale or dispensing 
of contraceptives, physicians and medical practitioners licensed 
to practice medicine or osteopathy or chiropractic in the state. 
A South Dakota law provided that no person, firm or corpora- 
tion shall sell or dispose of, or attempt to offer to sell or dispose 
of, an indecent article to or for any unmarried person under 18 
years of age; and no sale in any case of indecent articles shall 
be made except by duly registered pharmacists or a physician 
or surgeon duly licensed under the laws of the state. A Mary- 
land law made it unlawful for any person, firm or corporation 
to sell or offer for sale any contraceptive device by means of a 
vending machine or other automatic device whether or not such 
contraceptive is advertised as such or as a prophylactic. 


Coroners and Medical Examiners—A Rhode Island law 
authorized the appointment of a chief medical examiner to per- 
form all autopsies and act as state pathologist. He shall make 
examinations upon the bodies of such persons only as appear to 
have met i-cir death from violence or suddenly when in apparent 
good health or when unattended by a physician or in any sus- 
picious or unnatural manner or as the result of an abortion or 
suspected abortion. Another Rhode Island law amended the law 
relating to medical examiners by increasing the salary of the 
medical examiner and county medical examiners, providing for 
compensation for travel expense of such officials and making the 
appointment of county medical examiners mandatory rather than 
permissive. A New York law provided that if neither the medi- 
cal examiner nor his assistant in Dutchess County is a pathol- 
ogist, then the board of supervisors shall appoint an assistant 
county medical examiner whose only qualification for office and 
duties shall be that of pathologist. 


Intoxication Tests—Laws enacted in Arizona, North Dakota, 
South Carolina and Wisconsin permitted the introduction in evi- 
dence of testimony regarding the results of chemical tests of the 
defendant’s blood, urine, breath or other bodily substance to 
determine whether or not the defendant was under the influence 
of intoxicating liquor. A Massachusetts law directed a study 
of the evidential value of blood tests in connection with operating 
motor vehicles while intoxicated. 


Clinical Laboratories —A California law amended the business 
and professions code relating to clinical laboratory technology 
by providing that a duly licensed clinical laboratory technologist 
or clinical laboratory technician may perform venipuncture or 
skin puncture for test purposes, on specific authorization from 
any person licensed under any provisions of law relating to 
healing arts. 


Miscellaneous Laboratories —A Connecticut law provided that 
in order to promote uniformity in diagnostic laboratory work 
throughout the state, the commissioner of health may purchase 
serological reagents, test such reagents for standard quality and 
distribute them at cost price to laboratories approved by the 
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department for use in performing tests for which approval has 
been extended. Another Connecticut law directed the commis- 
sioner of health to establish and maintain a special laboratory for 
the examination, research and analysis of poisons, body fluids, 
tissues and all related toxicological matters and to appoint a 
director for such laboratory. A New York law amended the 
public health law by authorizing certain counties in the state 
to establish laboratories as a division of the county health 
department. A Vermont law provided an appropriation of 
$350,000 for the construction of a public health laboratory and 
workshop in the city of Burlington, to be constructed under the 
supervision of the building council in consultation with the 
state board of health. A Wisconsin law provided for the crea- 
tion of a state laboratory of hygiene. 


Medical Research Programs.—A California law exempted 
from taxation the property, if used exclusively for scientific 
purposes, of a foundation or institution which, in addition to 
complying with the requirements for the exemption of charitable 
organizations in general, has been chartered by the United 
States Congress and has the object of the encouragement or con- 
duct of scientific investigation, research and discovery for the 
benefit of the community at large. A Tennessee law resulted 
in the establishment of a research center and hospital to be 
known as. the University of Tennessee Memorial Research 
Center and Hospital. 


Medical Schools.—Florida, Massachusetts, Mississippi and 
Texas enacted legislation looking to the establishment of new 
medical schools. A Tennessee law provided for the appointment 
of a commission to study the needs for qualified physicians in 
various areas of the state to the end that the facilities of the 
University of Tennessee Medical College may be enlarged and 
adequately adjusted to train sufficient physicians each year to 
keep pace with the increasing population and the medical needs 
of the people of the state and to provide an increasing oppor- 
tunity for a greater number of students to secure training in 
the medical profession. A West Virginia law provided for the 


‘creation of a committee to make a study and survey concerning 


the advisability of establishing a four year school of medicine 
and dentistry at West Virginia University. A Louisiana law 
provided for the appointment of a committee to investigate the 
necessity and advisability of establishing medical, dental and 
pharmaceutical training facilities in the state and a New Jersey 
resolution provided for the creation of a New Jersey Medical 
College Commission to study the need for a medical college in 
New Jersey. A Wyoming law authorized the trustees of the 
University of Wyoming to contract with medical schools out- 
side of the state for the purpose of training residents of the 
state in medicine, dentistry, veterinary or nursing. An Arkansas 
law required the Committee on Admissions of the School of 
Medicine of the University of Arkansas to allocate position 
vacancies in the school by congressional districts based on the 
population of each district. Applicants from counties of low 
population will be given priority within each congressional dis- 
trict when such applicants are willing to certify their intent 
to practice medicine upon the completion of their training in 
a community of two thousand people or less. 


Scholarships—An Arkansas law created a financing board 
for Arkansas medical students and made provisions for loans 
to medical students conditioned on the recipient residing in 
and practicing his profession in a community in Arkansas with 
a population of 2,000 or less for a period of five years follow- 
ing the completion of his internship. One New York law pro- 
vided for the establishment of state scholarships for professional 
education in medicine and dentistry and another fixed the sum 
of $3,000 as a scholarship for four years in medical school or 
dental college. A North Carolina law authorized and empowered 
the North Carolina Medical Care Commission to establish and 
promulgate rules and regulations fixing fair and reasonable 
standards whereby physicians, dentists, pharmacists and nurses 
receiving loans under the section shall receive a credit on the 
principal and interest of such loan for each year or other period 
of time of practicing his or her profession in a rural area in 
the state. 
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Miscellaneous Legislation 
County Health Districts—Laws permitting the formation of 
various types of multiple health districts made up of more 
than one county or more than one city or cities and counties, 
etc. were enacted in Arkansas, Massachusetts, Minnesota, New 
Hampshire, Washington and Texas. 


Health Centers and Diagnostic Centers—An Arkansas law 
created a state medical center where a program of training 
involving undergraduate, graduate and postgraduate training in 
medical subjects may be secured and a place where nurses’ 
training at a professional level can be given. A Michigan law 
authorized certain size cities to establish medical centers. 


Surveys.—General hospital survey and construction acts were 
enacced in Nevada and Washington. These laws provide for 
funds to assist in carrying out a state survey of existing facil- 
ities and planning for a construction program for new needed 
facilities. The following states permitted or authorized surveys 
of various matters and conditions throughout the state: Cali- 
fornia, to study facts relating to public health; California, an 
investigation into the need of legislation regulating the use of 
electrical therapeutic instruments; Colorado, to investigate 
functions, organizations, policies, procedures and operations of all 
state institutions; Maryland, to study laws of Maryland requir- 
ing licenses to engage in a trade or occupation; Michigan, to 
study the availability of medical and hospital services in the 
state and to make a comparison of the results of this study 
with similar studies made in other states; Massachusetts, a 
study by the department of mental health relative to the advisa- 
bility of providing psychiatric services and facilities for the 
district courts of the commonwealth; Massachusetts, a commis- 
sion to investig-ite and study relative to high blood pressure; 
Massachusetts, a commission to investigate relative to the admis- 
sion or commitment of persons to institutions under the jurisdic- 
tion of the department of mental health; Michigan, a committee 
to study relative to unemployment insurance; New Hampshire, 
to study and analyze hospital care and rates to be paid by the 
state to hospitals for services to recipients of public assistance ; 
New Jersey, a commission to study the problem of the mis- 
demeanant alcoholic and drug addict; Ohio, to study probiems 
created by temporary unemployment due to disability or sick- 
ness; Oregon, to investigate various public institutions with 
reference to the care, custody, training and activities of the 
inmates thereof; Pennsylvania, to study laws relating to mental 
health; Pennsylvania, to investigate the problem of medical care, 
including the number of medical students available, the number 
of medical students able to attend graduate medical school, the 
number of medical doctors required for a minimum of services 
to the people and the part the commonwealth should play in 
making medical education available if needed; Rhode Island, 
revivifies a special commission to investigate the advisability of 
establi:-1ing facilities for the study, treatment and care of 
inebriates; Tennessee, to study the need for revising the laws 
with respect to commitment of patients to insane and psychiatric 
hospitals, and Wyoming, to consider minimum standards for 
the licensing and operation of hospitals in the state. 


Miscellaneous—A New Jersey law authorized every domestic 
corporation to appropriate, spend or contribute money in the 
creation or maintenance of institutions or organizations engaged 
in community fund, hospital, charitable, philanthropic, educa- 
tional, scientific or benevolent activities or patriotic or civic 
activities conducive to the betterment of social and economic 
conditions. A Rhode Island law provided regulations requir- 
ing corporations to engage registered or practical nurses or 
first aid workers for service in their plants depending on the 
number of employees in the corporation. The law also defines 
“Standing Orders” as meaning a written or printed compend 
of directions, outlining routine medical or nursing services and 
procedures, approved and signed by a licensed physician and 
acknowledged by him to be services and procedures, which may, 
in his absence, be performed by a particular registered nurse 
or a particular practical nurse. 





‘* a io 


Medical Motion P ictures 


Effects of Hemidecortication in the Deg. 16 mm., black and white, 
sound, showing time 11 minutes. Prepared by W. N. Kellozg, Ph.D. 
Professor of Psychology, Indiana University, Bloomington. Produced ip 
1947 by and procurable on rental or purchase from Audio-Visual Center, 
Indiana University, Bloomington, Ind. 

This film was designed to show the principal changes in the 
behavior of the dog which are produced by complete surgical 
removal of one of the hemispheres of the cerebral cortex. It 
depicts the effect of hemidecortication, the type and origin of 
circling movements, the resultant hemianopsia and the loss of 
normal position reflexes. Diagrammatic drawings are used with 
narration to explain the sites and effects of lesions, and the 
visual pathway to the occipital lobes is elaborated. 

The producers of this film are to be congratulated on this 
short but excellent teaching film. The material covered is 
technically so complicated that the neurophysiologist would not 
ordinarily perform these experiments as a teaching demonstra- 
tion. From a humane viewpoint, the pictorial presentation is 
also to be preferred. 

Because of the advanced nature of the subject, the film should 
be shown only to neurologists, neurosurgeons, advanced psy- 
chologists and medical students. As a teaching medium, this 
type of neurologic film could be improved by the presentation 
of a single clinical patient who shows some of the changes 
seen in the experimental animal. 

The photography and narration are excellent. 


The Nurse. 16 mm., black and white, sound, showing time 10 minutes, 
Prepared in collaboration with Elizabeth S. Bixler, Dean, School of 
Nursing, Yale University. Produced in 1949 by and procurable on rental 
or purchase from Encyclopaedia Britannica Films, Inc., 1150 Wilmette 
Avenue, Wilmette, Ill. 

This film shows school age children some of the duties of 
the nurse in the hospital as well as some of the equipment used in 
caring for sick persons as a means of helping these children 
understand the phase of sickness care. Activities of nurses in 
the pediatric, emergency and maternity wards of the hospital 
show the nurse not only as a competent technician but as an 
understanding person who likes children and helps make their 
hospital experience a pleasure. The nurse is seen caring for a 
boy in an oxygen tent, adjusting a bed so that the patient may 
drink more easily, adjusting a hair ribbon for a girl with a 
broken arm and caring for a youngster who has just returned 
from the operating room after an accident. These are a few 
of the situations covered. 

This film is recommended for showing to primary and middle 
grade levels as a means of helping them understand nursing as 
one of the services in medicine and to accept a hospital as a 
place for sickness care. The photography and narration are 
very good. 


The Medical Examination. Part III, Examination (TF8-1538). 16 mm., 
black and white, sound, showing time 17 minutes. Produced in 1950 
by the United States Army. Procurable on loan from the Army Surgeon 
of the Army area in which the request originates. 

This production is part 3 in a series of motion pictures on 
the medical examination. Part 1 is entitled “Importance” 
(Reviewed in Tue Journat April 15, 1950, page 1234), and 
part 2, “History.” This film ably depicts the composition and 
organization of an efficient examining team performing mass 
physical examinations, such as are employed in induction centers. 
Although each specific step of the examination is shown, techni- 
cal detail and actual physical observations are lacking. The 
organizational features of large scale examinations are ably 
presented, but the film does not attempt to depict the medical 
aspects. 

It should be useful in indoctrinating and training medical 
personnel in military service and ‘others similarly employed. It 
has no value in the instruction of medical students in physical 
diagnosis. 

The photography and narration are excellent. 
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American J. Obstetrics and Gynecology, St. Louis 
60:1-238 (July) 1950. Partial Index 


Study of Antidiuretic Effects of Depressant Drugs Used in Eclampsia. 
W. E. Brown, R. E. Hodges and J. T. Bradbury.—p. 1. 
Study of Emotional Reactions During Labor. F. D. Kartchner.—p. 19. 


{njury to Urinary Tract as Complication of Gynecological Surgery. 
H. J. Holloway.—p. 30. 
Principal Cause of Breech Presentation in Single Term Pregnancies. 


C. S. Stevenson.—p. 41. 

Excessively Large Fetus as Obstetric Problem. J. N. Nathanson.—p. 54. 

Study of Changes in Cytology of Urinary Sediment During Menstrual 
Cycle and Pregnancy. P. F. McCallin, E. S. Taylor and R. W. 
Whitehead.—p. 64. 

Method of Ureterointestinal Anastomosis Adapted to Pelvic Surgery: 
Preliminary Report. M. J. Jordan.—p. 75. 

Reproductive Career of Women with Ovarian Dysfunction. L. 
and P. L. Smith.—p. 93. 

Syndrome of Lower Nephron Nephrosis Following Hemorrhagic Shock. 
H. B. Guyer and H. D. Lauson.—p. 101. 

Abdom:nal Myomectomy: Special Reference to Subsequent Pregnancy 
and to Reappearance of Fibromyomas of Uterus. W. F. Finn and 
P. F. Muller.~p. 109. 7 

Bilateral Polycystic Ovaries, Stein-Leventhal Syndrome. 
and W. V. McDermott Jr.—p. 117. 

*Renal Hemodynamics in Toxemias of Pregnancy: Alterations of Kidney 
Function by Regional Nerve Block. H. B. Turner and C. R. Houck. 
—p. 126. 

Estimation of Fetal Maturity by Roentgen Studies of Osseous Develop- 
ment: Preliminary Report. A. Christie, M. Martin, E. L. Williams 
and others.—p. 133. 

Etiological Significance of Ergot in Incidence of Postpartum Necrosis of 
Anterior Pituitary: Preliminary Report. G. Nassar, A. Djanian and 
W. Shanklin.—p. 140. 

Therapeutic Abortions in New York City, 1943-1947. C. Tietze.—p. 146. 

Dysgerminoma of Ovary: Analysis of 427 Cases. C. W. Mueller, P. Top- 
kins and W. A. Lapp—p. 153. 

*Brenner Tumor of Ovary: Clinicopathologic Study of 31 Cases. W. H. 
Jondahl, M. B. Dockerty and L. M. Randall.—p. 160. 

Effects of Various Estrogenic Preparations: IV. Alpha-Estradiol Admin- 
istered Intraorally in Polyethylene Glycol Wax: Objective and Sub- 
jective Effects in Climacteric Women. M. Vogel, T. H. McGavack 
and J. Mellow.—p. 168. 

Evaluation of Symptoms and Signs in Ectopic Pregnancy, Based on 
Analysis of 130 Cases. J. W. Bell and F. M. Ingersoll.—p. 174. 


Renal Hemodynamics and Toxemias of Pregnancy.— 
Turner and Houck attempted to evaluate the influence of 
regional nerve block on renal hemodynamics. Renal clearance 
values for mannitol and paraaminohippurate were determined 
before and during nerve block. In each case, determinations 
were made for glomerular filtration rate, renal blood flow, 
tubular secretion, filtration fraction and renal resistance. Of 
the nine patients studied, five had eclampsia and four had severe 
pre-eclampsia. The authors were able to confirm that glomerular 
filtration rate is decreased in the majority of patients with 
severe toxemia of late pregnancy. The hypertension of eclampsia 
and severe pre-eclampsia can be reduced and controlled by con- 
tinuous regional nerve block. The combination of moderate 
sedation and nerve block is even more effective than either 
alone. Concomitant with the lowering of the mean blood pres- 
sure by block there is a reduction of the glomerular filtration 
rate. Plasma flow is not characteristically changed by the con- 
tinuous nerve block. Tubular secretion is decreased somewhat 
m toxemic patients. Secretory capacity of the tubules is 
unaltered by nerve interruption. The severe toxemias of late 
pregnancy are characterized by a decrease in the filtration frac- 


A. Day 


F. M. Ingersoll 


tion from the normal. Renal resistance is increased in eclampsia 
and severe pre-eclampsia. The associated reduction in filtration 
fraction suggests that the cause for the increased resistance lies 
proximal to the glomerulus and probably represents afferent 
arteriolar constriction. Regional nerve block did not reduce 
renal resistance in the majority of cases studied. Various forms 
of regional nerve block remain important therapeutic tools in 
the management of the severe pregnancy toxemias. Their 
effectiveness in overcoming oliguria and anuria has been over- 
emphasized. The occasional reported dramatic response may 
well be purely coincidental to the spontaneous reestablishment 
of urine flow. 

Brenner Tumor of Ovary.—Jondahl and his associates 
report on 31 cases that were observed at the Mayo Clinic from 
1911 to 1947. Fifteen of these seen before 1936 had been incor- 
rectly diagnosed. Eleven of the 31 cases had been reported 
previously; hence this report adds only 20 new cases to the 
literature, which now contains records of 297 authentic cases. 
The majority of the patients with a Brenner tumor are in the 
postmenopausal age group; in this series, 18 were 50 years of 
age or older. The tumor does not have a predilection for either 
ovary; in this series 14 were in the right ovary and 14 in the 
left. Two were bilateral. Twenty-four tumors were of the 
solid type or group A described by Meyer, while seven occurred 
in the walls of cysts and therefore belonged to group B. Of 
these four occurred in the walls of pseudomucinous cystaden- 
omas, two in the walls of dermoid cysts and one in the wall of 
a malignant teratoma. The tumors did not display endocrine 
activity. In cases of postmenopausal bleeding or menometror- 
rhagia, some other pathological entity caused the symptoms. 
There is no characteristic observation which would make pos- 
sible a preoperative diagnosis of a Brenner tumor. While many 
associated gynecologic diseases were found in conjunction with 
the Brenner tumor in this series, none seemed statistically sig- 
nificant. Multiple fibromyomas occurred in 15 cases, chronic 
salpingitis in 15 and chronic cystic cervicitis in 13. No recur- 
rences had been found for as long as 25 years. Radical operation 
is not necessary to cure the patient of this condition unless a 
malignant tumor is found; simple salpingo-oophorectomy will 
suffice. Other procedures will frequently be necessary for 
associated gynecologic pathology. 


American Journal of Orthopsychiatry, New York 


20:445-666 (July) 1950. Partial Index 

Genetics of Differences in Psychosomatic Patterns in Childhood. L, W. 
Sontag.—p. 479. 

Observations on Asthmatic Children. 
Rynerson and M. Samter.—p. 490. 

Study of Hostility in Allergic Children, 
—p. 506. 

Psychiatric Study of Children with Pulmonary Tuberculosis. 
—p. 520. 

School Mental Hygiene—Public Health Approach. J. Hertzman.—p. 529. 

Study of Miners in Relation to Accident Problem: I. Psychiatric Evalua- 
tion. J. C. Hirschberg, L. Rogers, R. L. Stubblefield and others. 
—p. 552. 

The Psychiatrist in Caricature: Analysis of Unconscious Attitudes Toward 
Psychiatry. F. C. Redlich.—p. 560. 

Desirable Standards and Criteria for Accreditation of Training Clinics in 
Child Psychiatry. G. E. Gardner.—p. 572. 


I. D. Harris, L. Rapoport, M. A. 
H. Miller and D. W. Baruch. 


S. Dubo. 
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American Journal of Physiology, Baltimore 
162:1-258 (July) 1950. Partial Index 


Effect of Stress upon Glycosuria of Force-Fed Depancreatinized and of 
Adrenalectomized-Depancreatized Rats. D. J. Ingle and J. E. Nezamis. 
—p. 1. 

saedesion of Muscular Fatigue in Adrenalectomized Animals. E. Ramey, 
M. S. Goldstein and R. Levine.—p. 10. 

Effect of Thyroxine on Oxygen Consumption and Heart Rate Following 
Bile Duct Ligation and Partial Hepatectomy. B. Grad and C. P. 
Leblond.—p. 17. 

Influence of Environmental Temperatures and Thyroid Status on Sexual 
Development in Male Mouse. M. Maqsood and E. P. Reineke.—p. 24. 

Pulmonary Water Loss in Desert Rodents. B. Schmidt-Nielsen and 
K. Schmidt-Nielsen.—p. 31. 

Explosive Decompression at High Altitude. S. Gelfan, L. F. Nims and 
R. B. Livingston.—p. 37. 

Regulation of Breathing During Electrically-Induced Muscular Work in 
Intact Anesthetized Dog. D. P. Morgan and F .S. Grodins.—p. 54. 
Partition Hypothesis for Intestinal Absorption of Fat. I. M. Berry and 

A. C. Ivy.—p. 80. 

Effect of Anoxia on Contractility and Metabolism of Intestinal Smooth 
Muscle. R. F. Furchgott and E. Shorr.—p. 88. 

Effect of Resection of Antrum of Stomach on Gastric Secretion in Pavlov 
Pouch Dogs. E. R. Woodward, R. R. Bigelow and L. R. Dragstedt. 
—p. 99. 

Mucoproteins of Gastric Juice and Mucus and Mechanism of Their Secre- 
tion. A. L. Grossberg, S. A. Komarov and H. Shay.—p. 136. 

Use of Radioactive Phosphorus in Studies of Fetal Circulation. N. B. 
Everett and R. J. Johnson.—p. 147. 

Effect of Dietary Levels of Sodium and Potassium on Growth and on 
Concentrations in Biood Plasma and Tissues of White Rat. J. H. 
Meyer, R. R. Grunert, M. T. Zepplin and others.—p. 182. 

Influence of Dietary Factors on Hypertension Induced by Choline Defici- 
ency. P. Handler and F. Bernheim.—p. 189. 

Determination of Excitability of Mammalian Heart at Intervals Through- 
out Cardiac Cycle. E. E. Suckling, C. M. Brooks, O. Orias and others. 
—p. 213. 

Studies on Physiologic Effect of Large Doses of Epinephrine. I. M. 
Vigran and H. E. Essex.—p. 230. 

Influence of Sodium Pentobarbital upon Course of Events in Experi- 
mental Hemorrhagic Shock. R. C. Ingraham, H. Goldberg, H. Roem- 
hild and H. C. Wiggers.—p. 243. 


Am. Practitioner & Digest of Treatment, Philadelphia 
1:673-784 (July) 1950 


*Recurrences in Infectious Mononucleosis. R. E. Kaufman.—p. 673. 

Importance to Physician of Early Diagnosis of Carcinoma of Lung. 
A. Lambert.—p. 677. 

"Bacterial Meningitis Following Lumbar Puncture and Spinal Anesthesia. 
C. S. Keefer.—p. 679. 

Chronic Lipoid Nephrosis in Retrospect. R. H. Major.—p. 683. 

Diagnosis and Treatment of Hemolytic Anemia. C. M. Huguley Jr. 
—p. 685. 

Differential Diagnosis Between Bronchial Asthma and Cardiac Asthma. 
H. Miller.—p. 691. 

Atopic Dermatitis in Infancy and Childhood. M. L. Niedelman.—p. 694. 

Dental Problems of Senescence. E. J. Ryan.—p. 703. 

Emergency Psychotherapy in General Practice: Psychotic Patient. W. C. 
Hulse and L. Lowinger.—p. 706. 

Wolff-Parkinson-White Syndrome: Presentation of 20 Cases. S. L. Silver, 
S. Zivin and T. R. Van Dellen.—-p. 717. 

Tetanus. T. E. Thompson Jr.—p. 720. 

Importance of Medical History. I. R. Frank.—p. 726. 

Hemosiderosis Following Repeated Blood Transfusions. C. R. Womack 
and R. C. Brownlee Jr.—p. 731. 

Orthostatic Hypotension. A. S. Yuskis and G. C. Griffith —p. 736. 

Surgical Treatment of Congenital Cardiac Anomalies. ‘ J. Johnson. 
—p. 738. 

Clinical Management of Acute Intoxication in Chronic Alcoholic. R. Kieve. 
—p. 743. 


Recurrences in Infectious Mononucleosis.—Kaufman says 
that among 125 patients with mononucleosis treated by him 
there were numerous relapses, especially in patients who had 
resumed their activities soon after the end of the acute episode. 
Differentiating between relapses and recurrences, the author 
says that if the patient has symptoms more than two months 
after the end of the acute attack, being entirely well in the 
interim, he has a recurrence. On the basis of that definition, 
he observed 12 patients with recurrences, some having several 
over a period of many months or years. Only a few isolated 
instances of recurrence have previously been reported; many 
more would be discovered if repeated blood smears were done 
in acute febrile illnesses. Infectious mononucleosis is probably 
due to a virus. The virus may remain in the body for years 
and become activated by undue physical exertion, insufficient 
rest, other infections, lowered resistance or other factors. There 
is a possibility that some persons harbor the virus for years 
and are carriers. 





J. A. M.A. 
Nov. 4, 1950 


Bacterial Meningitis Following Spinal Anesthesia — 
Keefer reports a woman, aged 34, in whom enterococcic men- 
ingitis developed following spinal anesthesia for labor pains. 
Recovery followed the use of penicillin and streptomycin intra- 
muscularly and penicillin intrathecally. Lumbar puncture and 
spinal anesthesia may result in meningitis, caused by organisms 
that commonly inhabit the gastrointestinal tract and the skin 
of the buttocks. Intestinal organisms not infrequently con- 
taminate solutions of penicillin that are not prepared carefully. 
They can also contaminate boric acid, procaine solutions or 
sodium chloride solutions. 


Annals of Otol., Rhin. and Laryngology, St. Louis 
59:309-588 (June) 1950. Partial Index 


Clinical Study of Auditory Damage Following Blows to Head. H. F. 

Schuknecht.—p. 331. 

Incidence of Total Laryngectomy. H. Martin.—p. 359. 
Office Treatment of Chronic Otitis. J. A. Sullivan and J. B. Smith. 

—p. 364. 

Thyroglossal Duct Cysts. N. E. Nachlas.—p. 381. 

Malocclusion Factor in Obstruction of Eustachian Tube. E. P. Seaver 

Jr.—p. 391. 

Determination of Susceptibility to Abnormal Auditory Fatigue. W. H. 

Wilson.—p. 399. 

Azygos Lobes of Lung, and Terminology of Bronchopulmonary Segments 

of Bronchial Tree. J. H. Neil.—p. 409. 

Pathology of Acute Suppurative Frontal Sinusitis. B. J. McMahon. 

—p. 439. 

Treatment of Acute Frontal Sinusitis. R. L. Goodale—p, 445. 

Acute Suppurative Frontal Sinusitis Intracranial Complications. J. H. 

Maxwell.—p. 451. 

Choice of Treatment of Cancer of Larynx Year 1949. D. S. Cunning. 

—p. 467. 

Removal of Carcinoma of Larynx with Immediate Skin Graft for Repair. 

F. A. Figi—p. 474. 

Surgical Correction of Cicatricial Stenosis of Larynx. F. D. Woodward. 
p. 488. 

Effect of Cortisone on Idiopathic Granuloma of Midline Tissues of Face. 

H. L. Williams and J. J. Hochfilzer.—p. 518. 

*Screwworm (Cochliomyia Americana) Infestation in Man. H. M. Tay- 

lor.—p. 531. 

Smoker’s Larynx: Clinical Pathological Entity. M.C. Myerson.—p. 541. 
Papilloma of Larynx: Review of 109 Cases with Preliminary Report of 

Aureomycin Therapy. P. H. Holinger, K. C. Johnston and G. C. 

Anison.—p. 547. 

Screwworm Infestation in Man.—Taylor describes infes- 
tation of the nasal cavity by the screwworm (Cochliomyia 
americana) in eight patients. One of the first patients died 
from meningitis. Another patient narrowly escaped death from 
massive and repeated nasal hemorrhages. One patient developed 
a saddle nose, almost complete loss of the soft palate from 
cicatricial atresia of the nasopharynx and a fistula in the 
maxillary antrum extending through the soft tissues of the 
cheek. All these patients were first seen when the disease was 
in the late stages. The author believes that the mortality would 
be as high in man as it is in livestock if the disease were 
allowed to remain untreated. The fly which causes this lesion 
is a shiny, bluish green blowfly, distinguished from the ordinary 
bluebottle fly by three longitudinal black stripes symmetrically 
arranged on the thorax. The common site of infestation in man 
is the nose, but infestation of nasal sinuses, pharynx, throat, 
mouth, ear, orbit, eyeball and open wounds may also take place. 
The chief predisposing factor in rhinal myiasis is a pre-existing 
pathological condition of the nose. A cut, scratch or abrasion 
of the skin is necessary to attract the female screwworm fly. 
Sleeping in the open invites infestation. The eggs hatch out 
24 hours after being deposited in a favorable environment. The 
symptoms include partial obstruction to breathing on the affected 
side and a feeling of discomfort accompanied with a strange 
sensation at the root of the nose that becomes an intense pain. 
Sneezing may occur at the onset, and severe headache may 
persist. A serosanguineous nasal discharge of offensive odor 
accompanies these symptoms. With the onset of this discharge, 
the patient may clear his throat repeatedly, expectorate fre- 
quently and cough up a purulent material that may contain 
living or dead larvae. Removal of the larvae is accomplished 
mechanicaliy and by the use of drugs. Chloroform applied 
locally and as a vapor is the drug of choice. Although screw- 
worm infestation occurs chiefly in the Southern states, cases 
have been observed as far north as Missouri and Illinois. 
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Archives of Internal Medicine, Chicago 
86:167-318 (Aug.) 1950 


Diagnostic Problems in Jaundice. F. M. Hanger.—p. 169. 

*Time Action of Globin Insulin Compared with That of Protamine Insulin 
Modifications. A. R. Colwell, J. H. Rohr and B. B. Reeb.—p. 178. 
Effect of Feeding Egg Yolk and Cholesterol on Serum Cholesterol 
W. J. Messinger, Y. Porosowska and J. M. Steele.—p. 189. 
R. H. Rosenman, A. Pick 


Levels. 
Intraventricular Block: Review of Literature. 
and L. N. Katz.—p. 196. 


*Primary Hodgkin’s Disease of Lung. K. Yardumian and L. Myers. 
—p. 233. 

Primary Atypical Amyloidosis: Report of Case. W. N. Whittlesey. 
—p. 245. 


*Hiatus Hernia: Analysis of 25 Cases. E. E. Simmons, R. S. Long, 
H. B. Hunt and R. C. Moore.—p. 253. 

*Changing Pathogenesis of Addison’s Disease with Special Reference to 
Amyloidosis. W. M. O’Donnell.—p. 266. 

Lipophagic Intestinal Granulomatosis (Whipple’s Disease): Clinical and 
Pathologic Study of 34 Cases, with Special Reference to Clinical Diag- 
nosis and Pathogenesis. K. Plummer, S. Russi, W. H. Harris Jr. and 
C. M. Caravati.—p. 280. 

Time Action of Globin Insulin.—Colwell and co-workers 
gave meals of approximately uniform value to two patients with 
diabetes of moderate severity. These meals were given at 
four hour intervals for a period of weeks. After blood and 
urinary sugar were brought to fairly consistently high levels, 
single 60 unit doses of three insulin preparations to be tested 
were injected subcutaneously and their effects determined by 
observation of the reduction in the sugar levels. Repeated 
determinations were made with each insulin preparation, and 
fairly smooth action curves characteristic of each insulin prod- 
uct were obtained for comparison. Results of these studies 
showed that globin insulin with zinc, crystalline protamine 
insulin (NPC-50 or NPH-50) and a mixture containing twice 
as much regular as protamine zinc insulin are all intermediate 
in rapidity, intensity and duration of action between ordinary 
insulin in solution and standard protamine zinc insulin. Dif- 
ferences in action among these three intermediate insulins are 
less important than differences in insulin requirement and 
response of various patients with diabetes mellitus. All three 
preparations are superior to ordinary insulin and. to protamine 
zinc insulin in routine treatment (injection once daily before 
breakfast) of patients with severe diabetes. Severe diabetes 
should be managed with the use of one of the intermediate 
insulins. The preparation which most closely fits the eating 
and fasting requirements of the individual patient in the smallest 
dosage should be determined in each case by trial. 

Primary Hodgkin’s Disease of the Lung.—Yardumian 
and Myers report primary Hodgkin’s disease of the lung in a 
man aged 52. There were noted on admission to the hospital 
slight cyanosis, several small discrete lymph nodes in the left 
axilla and in the inguinal area, moderate dyspnea, tachycardia, 
frequent cough with blood-tinged sputum, persistent rales at the 
base of the right lung and questionable dulness at the 
bases of both lungs. Roentgenograms showed extensive lesions 
in both lungs suggestive of a neoplasm or of an infection with 
acid-fast organisms. The patient had a temperature of from 
101 to 105 F. Repeated blood cultures and sputums did not 
yield any pathogenic organisms or fungi. The patient died 20 
days after admission. There was no postmortem diagnosis. 
Necropsy did not reveal any involvement of the mediastinal 
lymph nodes, in spite of the extensive bilateral pulmonary 
lesions, which grossly simulated diffuse alveolar carcinomatosis 
or unresolved lobar pneumonia. The diagnosis was made on 
finding in histological preparations numerous Sternberg-Reed 
cells, reticuloendothelial cells and a few eosinophils, more prom- 
inent in the peribronchial areas, and infiltrating the alveolar 
walls and the interalveolar spaces. Review of the literature of 
the last 30 years revealed many instances of pulmonary Hodg- 
kin’s disease, but there were few definitely proved cases of a 
primary type. The majority of the cases were of a secondary 
involvement. The periobronchial lymphatics in which reticular 
cells predominate are the probable source of Hodgkin’s disease. 

Hiatus Hernia.—Simmons and co-workers report 25 cases 
of hiatus hernia caused by a sliding herniation of the stomach 
into the thoracic cavity. There were 12 women and 13 men 
between the ages of 22 and 71, the average age of the patients 
being 58 years. Nine of the 12 women were frankly obese, 
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while only one of the men was obese. Twenty patients had 
pain and/or distress. Regurgitation and/or vomiting occurred 
in 17, fulness, gas and belching in 15 and anemia with or with- 
out hematemesis and melena in 11. Some of the patients had 
no symptoms. Eleven patients had distinct tenderness in the 
uppermost portion of the epigastrium, and six had definite 
muscle guard in this area. Two patients had carcinoma in the 
cardiac portion of the stomach and three had diverticula of the 
duodenum and/or jejunum. Acute symptoms of hiatus hernia 
may simulate those of acute coronary heart disease, and the 
chronic symptoms of this disease may simulate those of chronic 
heart disease. There may be massive or moderate hematemesis 
or melena. Peptic ulcer in the stomach or duodenum may be 
associated with the condition. A malignant neoplasm may 
develop in or near the herniated portion of the stomach and 
produce symptoms and signs similar to those of hiatus hernia 
alone. Trauma, such as coughing or straining, may produce a 
hiatus hernia or cause symptoms to arise from such a hernia 
which previously has been asymptomatic. The observation of 
a hiatus hernia or knowledge of its presence should not deter 
the clinician or roentgenologist from searching for other patho- 
logical changes which might produce similar symptoms or signs. 
Fluoroscopy and roentgenography of the stomach should always 
include a search for hiatus hernia, the demonstration of which 
is more apparent with the stomach filled and the patient in the 
supine head-down position. Repeated examinations may be nec- 
essary to demonstrate the hernia. 

Pathogenesis of Addison’s Disease.—O’Donnell studied 
the etiology of Addison’s disease in 32 cases. In 14 cases 
autopsy was performed during the period 1895-1928 and in 18 
cases during the period 1929-1949. Comparison of the two 
groups revealed a reduction in tuberculosis as a cause of Addi- 
son’s disease. The cases of idiopathic cytotoxic necrosis and 
atrophy ‘were too few to permit a positive conclusion other 
than that the increase, if any, appears to have been only mod- 
erate. Present necropsy material indicates that cortical necrosis 
tay produce Addison’s disease in young children. Tuberculosis 
ranks first as a cause of Addison’s disease; cytotoxic cortical 
necrosis is second, and amyloidosis is a third, though rare, 
cause of the disease. So-called primary or atypical amyloido- 
sis, as well as the secondary form, may produce this syndrome. 
Histoplasmosis is capable of destroying adrenal parenchyma and 
producing clinical symptoms and signs characteristic of 
Addison’s disease. 


Arizona Medicine, Phoenix 
7:1-84 (July) 1950 
Diagnosis of Patent Foramen Ovale in Cases of Congenital Pulmonary 
Stenosis, Including One Case of Levocardia. M. L. Sussman, B. M. 
Schwartz, S. A. Brahms and F. H. King.—p. 21. 

Dibutoline—Useful Antispasmodic. L. J. Kert.—p. 31. 

Parieto-Colic Membranes and Chronic Appendicitis. H. V. Soper.—p. 34. 

Servicing Nature’s “‘Air Conditioner.” E. E. Tippin.—p. 38. 

*Effects of ACTH and Cortisone on Rheumatoid Arthritis. W. P. Hol- 
brook, D. F. Hill, C. A. L. Stephens Jr. and L. J. Kent.—p. 43. 
Effects of Pituitary Adrenocorticotropic Hormone and 

Cortisone on Rheumatoid Arthritis.—During the past year 

pituitary adrenocorticotropic hormone and cortisone have been 

employed by Holbrook and his associates in the treatment of 

71 patients with active rheumatoid arthritis. Preference was 

given to the acute and severe cases with minimal joint destruc- 

tion. The average duration of the disease was 5.7 years, vary- 
ing from six months to 17 years. The first patients studied 
were hospitalized during the entire period of investigation. 

Lately, patients have been treated on an ambulatory basis. 

Originally, 300 mg. of cortisone was given on the first day and 

after that 100 mg. daily, but recently the initial 300 mg. injection 

has been omitted. At first, pituitary adrenocorticotropic hor- 
mone was given in daily doses of 80 mg., but it was found that 
smaller doses were sufficient. The majority of patients received 

40 mg. of pituitary adrenocorticotropic hormone daily, and 

some have had remissions with 20 or even 10 mg. daily. Dura- 

tion of treatment for the hospital group ranged from 10 to 20 

days; among the ambulatory group, complete remissions were 

obtained in several who received intermittent courses during 
nine months. Of the patients treated with cortisone, only two, 
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both women, showed moonface, slight hirsutism and tibial edema. 
These changes disappeared after discontinuation of cortisone. 
Pituitary adrenocorticotropic hormone caused transient hyper- 
tension and sodium and water retention in one patient who 
had received large doses; three other patients had emotional 
depression. Of those receiving daily doses of 40 mg. or less, a 
few had euphoria and insomnia, but no hypertension, hirsutism 
or weight gain. Within 48 hours after onset of treatment with 
either substance, considerable improvement was evident. There 
was a dramatic decrease in stiffness, joint tenderness, rest pain, 
motion pain and swelling. One patient experienced a severe 
exacerbation within 48 hours after discontinuation of the medi- 
cation. Another patient retained 75 per cent of her improve- 
ment for six months or longer. The remainder of the patients 
gradually returned to their former degree of disability within 
one to eight weeks. More than half, however, have retained 
measurable benefits for more than six weeks, but none of the 
patients have retained the degree of maximum improvement 
that they experienced while receiving the medication. 


Bulletin New York Academy of Medicine, New York 
26:515-580 (Aug.) 1950 


Anti-Microbial Therapy in Pulmonary Tuberculosis: Medical Aspects. 
C. Muschenheim.—p. 515. 

Certain Aspects of Benign and Malignant Gastric Ulcer. W.-.L. Palmer. 
—p. 527. 

Modern Gastro-Duodenal Surgery. H. D. Harvey.—p. 538. 

Virus Infections of Nervous System. H. H. Merritt.—p. 547. 

Value of Bone Puncture for Obtaining Marrow as Diagnostic Procedure. 
N. Rosenthal.—p. 555. 


Bull. of School of Med. Univ. of Maryland, Baltimore 
35:91-124 (July) 1950 

Prophylactic Use of Anticoagulants in Puerperal Period (Dicumarol, 

Heparin and Link Compound 63). C. E. Brambel, R. E. Hunter and 

V. de P. Fitzpatrick.—p. 91. 

Furaspor in Treatment of Tinea Capitis. H. M. Robinson, H. M. Rob- 

inson Jr. and H. V. Link.—p. 104. 

*Streptomycin as Adjunct in Surgical Treatment of Tuberculous Peri- 

tonitis. C. A. Pitchford.—p. 107. 

Acrodynia: Report of Case Treated with BAL. J. E. Bradley and A. 

Howard.—p. 113. 

Pollen Counts. H. M. Bubert and S. R. Goldsmith.—p. 115. 

Tuberculous Peritonitis.—Pitchford reports on 28 patients 
with tuberculous peritonitis treated in the surgical wards of 
the Baltimore city hospitals by laparotomy. Fifteen patients 
underwent exploratory laparotomy for the establishment of the 
diagnosis. Of the remaining 13, five were operated on for bowel 
obstruction, five for appendicitis, two for pelvic abscess and one 
for acute peritonitis. Of the 23 who did not receive strepto- 
mycin eight died within two months after the operation. The 
five patients with tuberculous peritonitis seen during the past 
two years were given streptomycin in addition to undergoing 
abdominal exploration. They were given 1 Gm. of streptomycin 
daily for six weeks, and this was followed by routine sanatorium 
care for six months. All these patients recovered. 

Canadian J. of Research. Medical Sciences, Ottawa 
28:135-176 (Aug.) 1950 
Efficacy of Various Thiols as Antidotes to Lewisite. S. D. Simpson and 

L. Young.—p. 135. 

*Thyroid Function in Essential Hypertension. A. E. Thompson, N. E. 

Mathers and W. F. Perry.—p. 143. 

Effect of Adrenocorticotrophic Hormone and Surgical Operations on 

lodine Excretion. J. P. Gemmell and W. F. Perry.—p. 147. 
Free-Cell Phenomenon in Isohaemagglutination. K. W. McKerns and 

O. F. Denstedt.—p. 152. 

Study of Human Hypersensitivity to Compounds of Mustard Gas Type. 

A. M. Moore and J. B. Rockman.—p. 169. 

Thyroid Function in Hypertension.—Thompson and his 
associates investigated the functional condition of the thyroid 
in 32 patients with hypertension. Since measurements of the 
total blood iodine had not clarified this problem, they decided 
to determine the plasma protein-bound iodine values. These 
did not differ significantly from those of a control group. No 
correlation was found within the hypertensive group between 
the severity of the disorder and the level of the plasma protein- 
bound iodine. The authors gonclude that the activity of the 
thyroid gland is not affected by the presence of hypertension. 
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Gastroenterology, Baltimore 
15:245-398 (June) 1950 


*Clinical Observations on Severity of Liver Failure in Portal Cirrhosis, 
W. E. Ricketts, J. B. Kirsner and W. L. Palmer.—p. 245. 

Amyotrophic Lateral Sclerosis Observed in Five Persons After Gastric 
Resection. E. Ask-Upmark.—p. 257. 

Cysts of Esophagus: Case Report and Review of Literature. A, Cor- 
nell, M. L. Blumberg and I. A. Sarot.—p. 260. 

X-Ray Treatment for Peptic Ulcer Does Not Appear to Damage the 
Heart. N. E. Goulder, W. J. Carpender and E. Levin.—p. 264. 
Gastritis of Postoperative Stomach: Enterogastrone Therapy. R. E. 

Drown.—p. 271. 

Clinical Evaluation of Orally Administered Hog Duodenal Substance 
in Treatment of Chronic Ulcerative Colitis. M. H. Streicher.—p. 277. 

Relation of Regenerated Liver Nodule to Vascular Bed in Cirrhosis. 
R. H. Kelty, A. H. Baggenstoss and H. R. Butt.—p. 285. 

Dissociation of Secretion of Pancreatic Enzymes and Bicarbonate in 
Patients with Chronic Pancreatitis. M. H. F. Friedman and W. J. 
Snape.—p. 296. 

Measurement of Serum Cholinesterase Activity in Study of Diseases of 
Liver and Biliary System. L. J. Vorhaus II, H. H. Scudamore and 

B R. M. Kark.—p. 304. 

Effect of Colonic Distention on White Blood Cell Picture. J. Van 
Duyn.—p. 316. 

Gastric Secretion and Motility After Vagotomy in Dogs. R. W. Postle- 
thwait, H. H. Bradshaw, J. T. McRae and others.—p. 320. 

*Relationship of Potassium to Electrolytes and to Proteins of Gastric 
Juice of Man: Effect of Persistent Loss of Gastric Juice on Serum 
Potassium. L. Martin.—p. 326. 3 

Mult ple-Balloon-Kymograph Recording of Variations in Motility of 
Upper Small Intestine in Man During Long Observation Periods 
Before and After Placebo Administration. W. P. Chapman, E. N. 
Rowlands, A. Taylor and C. M. Jones.—p. 341. 

Liver Failure in Portal Cirrhosis.—Ricketts and co-work- 
ers report on 50 patients with portal cirrhosis. Fourteen patients 
had anatomic evidence of cirrhosis without active clinical symp- 
toms, 23 had symptoms of moderate degree and 13 patients 
were deeply jaundiced and in severe hepatic failure. Enlarge- 
ment of the spleen and liver, spider angioma and evidence of 
collateral circulation were noted in all 3 groups. Jaundice, 
ascites and peripheral edema were absent in the first group and 
conspicuously present in the third group. The severity of the 
liver failure bore no relation to sex or age. A definite history 
of chronic alcoholism was obtained in 38 of the 50 patients (76 
per cent), but there appeared to be no difference in the severity 
of liver failure between the alcoholics and presumed non- 
alcoholics. The course of the disease was studied in 45 patients 
after medical management. Twelve patients belonged to the 
group of patients without symptoms, in whom no change was 
anticipated. The remaining 33 patients included 20 patients with 
moderate symptoms of hepatie failure and 13 with severe symp- 
toms. The period of observation ranged from several weeks to 
three and a half years. Disappearance of the symptoms related 
to the hepatic failure was noted in 20 patients, of whom 12 had 
been moderately ill and 8 severely ill. Partial improvement 
was observed in three patients. There were 10 deaths, 9 during 
medical management and 1 after surgical intervention. Five 
deaths resulted from hepatic failure, four from hemorrhage and 
one from a combination of the two. The symptoms and obser- 
vations related to parenchymal failure regressed entirely under 
medical care in most of the cases. Consequently, in portal 
cirrhosis these symptoms should be distinguished from those not 
related to the fibrosis. Acquired hemolytic anemia was observed 
in three patients with liver failure. The hemolytic tendency 
persisted despite the improvement of hepatic function after 
medical management. 

Potassium and Gastric Juice of Man.—Analyses made by 
Martin on gastric secretions and saliva obtained in routine man- 
ner from 35 patients showed that potassium was present in 
saliva, heavy mucus and achlorhydric and hydrochloric acid 
secretions in concentrations several times greater than in serum. 
The concentrations of potassium in stomach secretions of patients 
who had undergone vagotomy approximated those noted im 
achlorhydric juices. An increased concentration of potassium 
ions was associated with the active phase of acid gastric secre- 
tion. Potassium concentration may exceed that of sodium im 
gastric secretion with high titrimetric hydrochloric acid value. 
Only minute amounts of potassium, sodium and chlorides fol- 
lowed the proteins precipitated from gastric juice. The ions 
remained in the filtrates. Low sodium dietary intake of a 
month’s duration was not associated with a change in concen- 
tration of sodium or potassium ions in gastric secretion. The 
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demonstration that potassium ions are a normal constituent of 
gastric secretions suggests that its presence is a function of 
gastric gland activity. The continued or increased concentra- 
tion of potassium in association with diminishing concentration 
of sodium and nitrogen in the presence of high titrimetric 
acidity suggests that potassium may be secreted with hydro- 
chloric acid and represent a function of parietal gland activity. 
A case report is included which illustrates the diminution of the 
potassium concentration of the intracellular fluids that will 
eventuate from the persistent loss of gastric juice and conse- 
quently of potassium, when this loss is not replaced by potassium 


intake. 


Georgia Medical Association Journal, Atlanta 
39:269-312 (July) 1950 


Burns: Their Effects and Treatment. B. Bowman Jr.—p. 269. 

*Use of Oral Mercurial Diuretics in Advanced Congestive Heart Failure. 
J. G. Barrow and C. R. Sikes.—p. 276. 

Injection Treatment of Hemorrhoids. F. B. Hodges Jr.—p. 279. 

Significance of Nipple Discharge. B. T. Beasley.—p. 281. 

Endometriosis: Urgency for Early Diagnosis and Treatment.- E. H. 
Greene.—p. 283. 

Routine Use of Exfoliative Cytologic Examinations for Detection of 
Asymptomatic Cancer of Cervix Uteri. H. E. Nieburgs and S. 
Bamford.—-p. 287. 

Clinical Implications of Rh Factor. E. B. Saye.—p. 292. 


Oral Use of Mercurial Diuretics.—Barrow 
investigated the value of orally administered mercurial diuretics 
in patients not able to come for treatment as often as desirable. 
Patients chosen for this study required at least one intramuscular 
mercurial injection each week; many required two and even 
three injections. All of them had hypertensive or arterio- 
sclerotic heart disease. The oral preparation was a tablet con- 
taining 19.5 mg. of mercury and 100 mg. of ascorbic acid in 
each tablet. The 16 patients were on a regimen which included 
a low salt diet, digitalization, limited physical activity and in 
some cases weight reduction. The patients were visited at least 
once a week during a preliminary control period. At the end 
of this time intramuscular injections were discontinued, and the 
patient was instructed to take two tablets daily. If the patient 
was unable to tolerate two tablets daily, the medication was 
temporarily discontinued and then begun again with one tablet 
daily. The incidence of gastrointestinal symptoms was high. 
In five patients the oral medication had to be discontinued 
because of nausea, vomiting, diarrhea or abdominal cramps. 
These symptoms disappeared when the medication was discon- 
tinued. Of the 11 remaining patients, five required no intra- 
muscular injections while receiving oral medication for periods 
ranging from four to 21 weeks. Of the remaining six patients, 
all but one noted either improvement in edema with oral treat- 
ment in addition to supplemental intramuscular injections or 
less need for intramuscular medication. The authors feel that 
orally administered mercurial diuretics can be a valuable adjunct 
to parenteral medication. The tablets have been of particular 
benefit in patients who could not be given intramuscular mer- 
curial injections as frequently as needed. 


Illinois Medical Journal, Chicago 
98:97-160 (Aug.) 1950 


Transurethral Resection of Prostate Gland. J. B. Beare and C. A. 
Wattenberg.—p. 110. 

Local Antihistaminic Agents in Ophthalmology. P. 

Management of Abortions. A. J. Mauzey.—p. 116. 

Recent Developments in Endocrinology. W. O. Thompson. 

Physical Medicine and Rehabilitation in Veterans Administration. 
Newman.—p. 124. 

Case of Chest Trauma. W. Klingensmith and R. Ryan.—p. 126. 

Cardiac Aneurysm Demonstrated by Angiocardiography. E. Kammer- 
ling, J. B. Cavenagh and L. Unger.—p. 129. 


Hurwitz.—p. 113. 


p. 120. 
L. B. 


Indiana State Medical Assn. Journal, Indianapolis 
43:729-828 (Aug.) 1950 


Acute Abdomen. P. Thorek.—p. 745. 

Differential Diagnosis of Jaundice. B. D. Rosenak.—p. 751. 

Hypertension. W. D. Close. —Pp. 754. 

Use and Abuse of Skin Test in Diagnosis of Chronic Brucellosis. D. 
L. Urschel.—p. 758. 

Penicillin in Acute Rheumatic Fever: 
—p. 760. 


Case Reports. W. S. Fisher. 
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Journal of Bone and Joint Surgery, Boston 
32-A:475-720 (July) 1950. Partial Index 


Flexor-Tendon Grafts in Fingers and Thumb: Evaluation of End 


Results. J. H. Boyes.—p. 489. 
Congenital Metatarsus Varus: Report of 300 Cases. J. H. Kite.—p. 500. 
Congenital Dislocation of Hip: Development of Joint After Closed 
Reduction. E. Severin.—p. 507. 
Congenital Dislocation of Hip: Part I. Method of Grading Results. 


W. K. Massie and M. B. Howorth.—p. 519. 

Dual Slotted Plates in Fixation of Fractures of Femoral Shaft: 
of 18 Cases. L. T. Peterson and O. S. Reeder.—p. 532. 

Patella: Its Importance in Derangement of Knee. E. F. Cave and 

R. Rowe.—p. 542. 

* Absorption of Protruded Disc Tissue. 
—p. 557. 

Partial Scapulectomy for Snapping of Scapula. 

Unusual Fracture-Subluxations of Shoulder Joint. 
E. M. Winant.—p. 575. 


Report 


K. Lindblom and G. Hultqvist. 


H. Milch.—p. 561. 
F. R. Thompson and 


Surgical Reconstruction of Paralytic Shoulder by Multiple Muscle 
Transplantations. P. H. Harmon.—p. 583. 
Clinical Manifestations of Congenital Neurofibromatosis. H. R. McCar 


roll.—p. 601. 

Possible Relationship of Neurofibromatosis, Congenital Pseudarthrosis, and 
Fibrous Dysplasia. E. E. Aegerter.—p. 618. 

Analysis of Paralytic Thumb Deformities. J. L. Goldner and C. E. 
Irwin.—p. 627. 

Wedge Osteotomy for Fresh Intracapsular Fractures of Neck of Femur. 
A. F. DePalma.—p. 653. 

Legg-Perthes Disease: Method of Conservative Treatment. 

p. 663. 

Recession of Gastrocnemius: Operation to Relieve Spastic Contracture 
of Calf Muscles. L. M. Strayer Jr.—p. 671. 

Infantile Cortical Hyperostosis. P. A. Bradlow and S. H. Steinberg. 
—-p. 677. 

Anomalies of Carpus with Particular Reference to Bipartite Scaphoid 
(Navicular). R. L. Waugh and R. F. Sullivan.—p. 682. 
Absorption of Protruded Disk Tissue.—Lindblom and 

Hu!tqvist say that postmortem examinations have shown that 

radial rupture often occurs in the early stages of disk degenera- 

tion, followed by a prolapse of disk tissue through the fissure. 

The herniating masses consist of nucleus pulposus and of 

annulus fibrosus. All stages, from radial rupture with begin- 

ning loss of tissue, to almost complete disappearance of the 
nucleus and annulus, are seen. In order to explain the absorp- 
tion process, a microscopic study was performed by one of the 
authors on three ruptured disks found among the anatomic 
specimens and on material removed at operation in 40 cases of 
prolapse of the disk. The ingrowth of granulation tissue was 
regarded as a sign of repair or restitution. Seen in relation 
to the macroscopic picture of the disk degeneration in its differ- 
ent stages, it is more reasonable to consider the cellular and 
vascular ingrowth as a sign of absorption. The disk is not 
replaced by invading tissue; it is “eaten.” The activity is most 
pronounced in the region of the prolapsed portion of the disk; 

that is, absorption of the prolapsed portion takes place. As a 

result, the prolapse as well as its symptoms may disappear. 


M. M. Pike. 


Journal of Immunology, Baltimore 
65:1-142 (July) 1950 


Effect of Adrenocorticotrophic Hormone on Circulating Antibody Levels. 
J. A. de Vries.—p. 1. 

Nomographic Probit Solution for Median Effective Dose (EDs0). W. Koch 
and D. Kaplan.—p. 7. 

Quantitative Complement Fixation Test: Titration of Luetic Sera by 
Unit of 50 Per Cent Hemolysis. G. J. Stein and D. van Ngu.—p. 17. 

Action of Enzymes in Hemagglutinating Systems: II. ae 4 
Properties of Trypsin-Modified Red Cells with Anti-Rh Sera. W. 
Wheeler, A. L. Luhby and M. L. L. Scholl.—p. 39. 

Antigen-Antibody Reactions in Agar: I. Complexity of Antigen-Antibody 
Systems as Demonstrated by Serum-Agar Technic. J. Munoz and E. L. 
Becker.—p. 47. 

Tuberculostatic Activity of Blood and Urine from Animals Given Glio- 
toxin. R. Tompsett, W. McDermott and J. G. Kidd.—p. 59. 

General Method for Specific Purification of Antiprotein Antibodies. L. A. 
Sternberger and D. Pressman.—p. 65. 

Hypotensive — of Influenza Virus on Rats. 
Kempf.—p. 75. 

Anti cect Desoxyribonuclease. Occurrence in Sera of Patients 
Treated with Streptococcal Concentrates Containing Streptodornase. 
G. N. Hazlehurst.—p. 85. 

Quantitative Studies of Relationship Between Fecal and Serum Antibody. 
M. E. Koshland and W. Burrows.—p. 

Serological Relationships Existing Between Bacterial Parasites and Their 
Hosts. H. B. Gillespie, M. S. Steber, E. N. Scott and Y. S. Christ. 
—p. 105. 

Cytochemical Studies on Intranuclear Inclusion of Herpes Simplex. 
H. V. Crouse, L. L. Coriell, H. Blank and T. F. M. Scott.—p. 119. 
Effect of Terramycin on PR8 Strain of Influenza A Virus in Chick 

Embryos and Mice. J. W. Vinson and F. T. Walsh.—p. 129. 

Studies on Protective Effect of Gamma Globulin Against Herpes Simplex 

Infections in Mice. F. S. Cheever and G. Daikos.—p. 135. 


H. T. Chang and J. E. 
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Journal of Nutrition, Philadelphia 
41:347-506 (July) 1950 


Amino Acid Supplementation of Proteins and Protein Hydrolysates. 
H. S. Wyzan, C. F. Kade Jr. and J. R. Shepherd.—p. 347. 

Manganese Deficiency in Rats with Relation to Ataxia and Loss of 
Eyuilibrium. R. M. Hill, D. E. Holtkamp, A. R. Buchanan and 
E. K. Rutledge.—p. 359. 

"Self Selection of Diet: XII. Effects of B Vitamin Deficiencies on Selec- 
tion of Food Components. E. M. Scott, E. L. Verney and P. D. 
Morissey.—p. 373. 

Arginine and Histidine Content of Meats. R. J. Sirny, I. T. Greenhut 
and C. A. Elvehjem.—p. 383. 

Hypervitaminosis A in Rat. K. Rodahl.—p. 399. 

Congenital Anomalies in Chick Due to Vitamin Biz Deficiency. O. Olcese, 
J. R. Couch, J. H. Quisenberry and P. B. Pearson.—p. 423. 

Effect of Phytate and Other Food Factors on Iron Absorption. L. M. 
Sharpe, W. C. Peacock, R. Cooke and R. S. Harris.—p. 433. 

Observations on Niacin, Riboflavin, Allantoin, Ascorbic Acid, and Vita- 
min A During Anabolism Induced by Hormones. W. T. Beher and 
O. H. Gaebler.—p. 447. 

“Observations on Prolonged Feeding to Rats of Flour Maturing Agent, 
_Ammonium Persulfate. A. Arnold and F. C. Goble.—p. 459. 

Effect of Fat Level of Diet on General Nutrition: VI. Interrelation of 
Linoleate and Linolenate in Supplying Essential Fatty Acid Require- 
ment in Rat. S. M. Greenberg, C. E. Calbert, E. E. Savage and 
H. J. Deuel Jr.—p. 473. 

Quantitative Estimation of Effect of Rutin on Biological Potency of 

; Vitamin C. E. W. Crampton and L. E. Lloyd.—p. 487. 

Effects of Excess Tryptophan and Excess Lysine on Production of 
Ricketts in Rat. W. Dasler.—p. 499 
Effect of Vitamin Deficiencies on Selection of Food 

Components.—Scott and his co-workers report on the effects 
of vitamin B deficiency with regard to the choice by rats of 
casein, sucrose, fat and salts. It was observed that, when rats 
deficient in thiamine, riboflavin, pyridoxine or pantothenate were 
allowed their choice of casein, sucrose, hydrogenated fat or salt 
mixture, certain specific differences between their food selec- 
tions and those of control animals were observed. The thiamine- 
deficient group selected more fat and less protein than the 
controls; the pyridoxine-deficient group selected less protein, 
and the pantothenate group much less fat and more carbohy- 
drate than the controls. The authors suggest possible explana- 
tions of these results. 


Flour Maturing Agents.—According to Arnold and Goble, 
ammonium persulfate has been widely used abroad for treating 
freshly milled flour. The amounts used are small, being of the 
order of one part for 10,000 parts of flour. The persulfate ion 
decomposes rapidly to innocuous sulfate in the dough stage of 
bread making. The authors report results of feeding trials 
with rats given diets containing ammonium persulfate in amounts 
considerably above those which would be encountered in the 
feeding of flour containing the usual commercial levels of this 
maturing agent. Included also are feeding trials with diets 
which contained high levels of bread baked from flour treated 
with ammonium persulfate. Since bread made with persulfate 
in amounts far in excess of those needed for maturing had no 
untoward effect on rats, since dry flour containing 10 to 15 times 
the normal amount of persulfate caused no ill effects and since 
flour consumed in significant amounts is ordinarily moistened in 
some way before ingestion, thus changing ammonium persul- 
fate to ammonium sulfate, it is concluded that ammonium 
persulfate may be used with safety at the levels ordinarily 
required for the commercial treatment of flour. 


Kentucky Medical Journal, Bowling Green 
48: 303-350 (July) 1950 


Encephalitis. T. L. Carter.—p. 303. 

Clinical Studies of Pentaquine, Newer Antimalarial Agent. L. H. Lay- 
man.-—p. 305. 

Gold Therapy in Rheumatoid Arthritis. J. T. Gilbert Jr. and F. H. 
Moore.—p. 308. 

Current Concepts and Approaches to Cancer Research. R. R. Spencer. 
—p. 314. 

Cancer of Colon. C. G. Heyd.—p. 317. 

Newer Concepts in Pathogenesis and Treatment of Congestive Heart 
Failure. G. W. Pedigo Jr.—p. 321. 


48:351-398 (Aug.) 1950 


Manifestations of Breast Cancer. J. B. Floyd Jr.—p. 351. 

Rectal Bleeding, Causes, Management. O. T. Evans.—p. 354. 

Cancer of Anus and Lower Rectum. R. A. Scarborough.—p. 357. 

Neurologic Manifestations of Pernicious Anemia. M. Nataro.—p. 360. 

Acute Hemolytic Anemia Complicating Phenylhydrazine Therapy. W. R. 
Hansen.—p. 365. 


Nov. 4, 1950 


Maine Medical Association Journal, Portland 
41:249-308 (July) 1950 


Incidence, Diagnosis and Treatment of Diabetes Mellitus. H. Blotner. 


—p. 249 


Causes of Blindness in Maine. D. J. Clough 2nd.—p. 262. 

Common Hand Injuries. F. W. Barden.—p. 267. 

Replacement Therapy and Fluid Equilibrium. E. D. Humphreys, G, 1 
Higgins and P. R. Briggs.—p. 272. 

*Some Allergies of Gastrointestinal Tract. J. A. Turnbull.—p. 275. 

General Reactions Following Use of Aureomycin in Eye. C. S. Hickey. 
—p. 262. 

What Every Maine Doctor Should Know About Defense Against the 
Atomic Bomb. C. W. Steele, R. A. Getchell and H. Butler.—p. 284, 
Allergies of Gastrointestinal Tract.—Turnbull states that 

allergenic foods may cause acute or chronic gastritis. The 
inflammation which is produced in the stomach is analogous 
to eczema or urticaria on the skin. In allergic gastritis there is 
hyperemia of the mucosa, submucosa and secretory glands of 
the stomach. Allergy of the gastric secretory glands may pro- 
duce either hyperchlorhydria, hypochlorhydria or anacidity. 
Hyperchlorhydria, in turn, may cause irritation of the duodenal 
mucosa, and further irritation by allergenic foods may produce 
duodenal ulcer. Hyperemia of the gastric mucosa and sub- 
mucosa may be associated with vasoparesis of the arterioles and 
capillaries, in which case edema of the mucosa and submucosa 
will develop. External pressure on the blood vessels may induce 
degenerative processes which lead to ulceration. Thrombosis 
from the same source may also play its part in the production 
of ulcers. Chronic gastritis or gastric ulcer are believed to be 
the commonest predisposing causes of gastric carcinoma. Aller- 
genic foods may also produce either acute or chronic colitis in 
part or all of the lower alimentary tract. Diarrhea may result 
from the ingestion of allergenic foods. Allergenic foods can 
cause pseudomembraneous enteritis. The author presents 21 
cases illustrating all the allergic conditions which he discusses. 
In two cases of inoperable carcinoma, the elimination of aller- 
genic foods made the patient more comfortable. These allergens 
may have played an important predisposing role in the develop- 
ment of the carcinomas. 


Medical Annals of District of Columbia, Washington 
19:355-414 (July) 1950 

New Technic for Portacaval Anastomosis. W. L. Jamison and T, J. 
Dugan.—p. 355. 

Hypopituitarism Due to Postpartum Necrosis of Anterior Lobe of 
Pituitary Gland: Report of Three Cases. J. M. Moss.—p. 360. 

Importance and Function of Child Psychiatry. R. P. Odenwald.—p. 368. 

Role of General Practitioner in Cancer Control. R. L. Spire.—p. 380. 


New England Journal of Medicine, Boston 
243:67-120 (July 20) 1950 
*Study of Congenital Anomalies by the Epidemiologic Method with Con- 
sideration of Retrolental Fibroplasia as Acquired Anomaly of Fetus. 

T. H. Ingalls.—p. 67. 

Treatment of Scab.es in an Institution: Comparative Study. B. Appel. 

—p. 74, 

Aureomycin: In Vivo and in Vitro Observations in Clinical Laboratory. 

G. E. Foley, H. Shwachman and H. B. Matthews.—p. 77. 

Ectopic Pregnancy in Patient with Three Fallopian Tubes. W. S. 

Whittemore.—p. 79. 

Diabetes Mellitus. S. B. Beaser.—p. 81. 

Congenital Anomalies: Retrolental Fibroplasia.— 
According to Ingalls, congenital malformations are either inher- 
ited or acquired during pregnancy as the result of maternal 
disease. Prenatal conditions may be explored through case 
study, group study (epidemiology) and experimentation. The 
role of the epidemiological method is discussed. Data are pre- 
sented which indicate that postrubella defects are determined not 
only by the virus but also by the stage of embryonic develop- 
ment at which maternal infection occurs. Double, cyclopean 
and anencephalic monsters, as well as mongolism and tracheo- 
esophageal fistula, are interpreted as members of a phylogenetic 
series of stage-specific defects, manifestations of disease acquired 
in utero at critical phases of development. Anoxia is postulated 
as an important cause of such maldevelopments. Retrolental 
fibroplasia is interpreted as a stage-specific ocular defect of the 
prematurely born fetus. 
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New York State Journal of Medicine, New York 
50: 1429-1534 (June 15) 1950 


Intestinal Obstruction. P. Thorek.—p. 1475. 

Cellophane Wrapping of Intrathoracic Aneurysms. B. G. 
and Q. Y. Kau.—p. 1479. 

Prepyloric Gastritis Simulating Gastric Carcinoma. D. Lyall and H. J. 
Leider.—p. 1483. 

Chickenpox Complicated by Severe Pneumonia Treated with Aureomycin. 
P. A. Bunn and J. D. Hammond.—p. 1485. 


P. Shafiroff 


Experiences with the Huggins Test. D. Dvoskin and J. S. LaDue. 
—p. 1488. 

Cause and Prevention of Some Untoward Reactions from Mercurial 
Diuretics. I. Cohn.—p. 1489. 

Massive Hemorrhage Complicating Perforated Peptic Ulcer. P. Ladin. 


—p. 1491. 

Seven Cases of Hemophilus Influenzae Meningitis Successfully Treated 
with Streptomycin and Sulfadiazine. G. F. Robertson and G. C. 
Graham.—p. 1494. 

Polyamine Anion Exchange Resin in Management of Peptic Ulcer. O. M. 
Bergen and A. Greenberg.—p. 1495. 


50: 1535-1646 (July 1) 1950 


Recent Advances in Treatment of Malignancy. I. Snapper and E. 
Greenspan.—p. 1573. 

Pathogenesis and Treatment of Uremia. L. Leiter.—p. 1578. 

Practical Applications of Recent Advances in Genetics to Clinical Prob- 
lems. L. H. Snyder.—p. 1582. 

The Psychosomatic Character. A. Blazer.—p. 1587. 
Minimal Spinal Anesthesia for Cesarean Section. 
C. J. Marshall.—p. 1591. 

Comparison of Malleable Needle and Catheter Technics for Continuous 
Spinal Anesthesia. R. D. Dripps.—p. 1595. 

Anesthesia for Emergency Surgery Following Massive Upper Gastro- 
intestinal Bleeding. E. D. Babbage and J. J. Bellas.—p. 1600. 
Method of Splinting Hand and Finger. S. W. Meyer.—p. 1602. 

Heart Disease and Industrial Medicine: Recent Trends in Evaluation 
of Cardiac Worker. A. S. Hyman.—p. 1603. 

Results of Sympathectomy in Diabetic Arteriosclerotic Peripheral Vas- 
cular Disease. F. R. Cole.—p. 1607. 


E. R. 


Ahearn and 


Radiology, Syracuse, N. Y. 
55:1-164 (July) 1950. Partial Index 


in Pneumoencephalograms with Par- 
D. C. Eaglesham. 


Non-Significant Ventricular Shift 
ticular Reference to Bowing of Septum Pellucidum. 
—p. 1. 

Primary Tumors of Small Intestine. E. L. Jenkinson, W. H. Pfisterer 
and E. R. Seitz.—p. 12. 

General Considerations in Roentgen Examination of Colon. J. C. Bell. 
—p. 20. 

High Renal Ectopia and Congenital Diaphragmatic 
Fleischner, S. A. Robins and M. Abrams.—p. 24. 
High-Voltage Technic in Diagnosis of Polypoid Growths 

C. Gianturco.—p. 27. 

*Acromioclavicular Changes in Primary and Secondary Hyperparathyroid- 
ism. L. Nathanson and M. Slobodkin.—p. 30. 

Roentgen Diagnosis of Subdiaphragmatic Abscess. 
—p. 36. 

Treatment of Antral Cancer by Combined Surgery and Radium Therapy. 
V. P. Collins and J. L. Pool.—p. 41. f 

Treatment of Carcir.oma of Nasopharynx by Irradiation. 
and R. H. Leaming.—p. 46. 

* Supervoltage Roentgen Therapy in Cancer of Mouth and Throat. 
Schulz.—p. 52. 

~~ ve of Cervical Lymph Node Metastases. G. W. Taylor. 
—p. 60. 

*Treatment of Cervical Lymph Node Metastases with Irradiation Alone. 
C. L. Martin.—p. 62. 

Electrokymographic Observations in 
Gillick and W. F. Reynolds.—p. 77. 

Clinical Studies of Use of Emulsion of Ethyl Iodophenylundecylate 
(Pantopaque). E. L. Pirkey, E. S. Reed and W. H. Smith.— p. 89. 


Acromioclavicular Changes in Hyperparathyroidism.— 
Nathanson and Slobodkin report three cases of hyperparathy- 
roidism, one of the primary type and two of the secondary type 
associated with chronic renal insufficiency (renal rickets, renal 
osteodystrophy or osteonephropathy). Changes in the acromio- 
clavicular articulations, consisting of cupping of the outer end 
of the clavicle, with fraying due to irregular absorption of the 
articular surface, were observed in these patients. Similar though 
less striking changes may be present in the articular surface of 
the acromion process, and there may be widening of the acro- 
mioclavicular joint space. The absence of these changes does not 
serve to differentiate hyperparathyroidism from severe senile or 
postmenopausal osteoporosis, diffuse multiple myeloma and of 
polyostotic fibrous dysplasia with extensive involvement. 

Irradiation of Cervical Lymph Node Metastases.—This 
is a study of 146 patients with palpable cervical lymph nodes 
clinically diagnosed as metastatic from squamous cell cancer of 
the head, neck and mouth. Martin treated these patients with a 
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combination of interstitial radium therapy and external roentgen 
ray therapy applied simultaneously for seven days. The 
implanted low-intensity radium needles were so spaced that 
they delivered a dose ranging between 12,000 and 6,000 gamma 
roentgens to the implanted subcutaneous tissues. Roentgen 
therapy was started on the day after the radium was put in 
place. Daiiy doses of from 350 to 2,100 r per minute in air were 
given. The entire procedure was carried out in one week. 
Follow-up of the patients revealed that 40 patients (27.3 per 
cent) were alive and well for five or more years from the time 
of the treatment. The palpable nodes regressed so that they 
were no longer palpable in 102 (70 per cent) of the 146 patients. 
Squamous cell carcinoma was demonstrated by needle biopsy 
of a node or by the surgical removal of tissue in 17 cases. 
Results suggest that the salvage falls in the same range as that 
reported for block dissection, which no longer should be con- 
sidered to offer the only chance for cure after metastases appear 
in the lymph nodes of the neck. 


Texas State Journal of Medicine, Fort Worth 
46:491-582 (July) 1950 


Role of Radioisotopes in Blood Dyscrasias and Neoplastic Diseases. 
H. B. Hunt.—p. 496. 
Drug Therapy in Management of Neoplastic Disease. A. Grollman. 
—p. 504. 
Nitrogen Mustards in Treatment of Malignant Diseases. R. A. Hettig. 
p. 509. 
*Use of Artane in Parkinsonism. T. H. Harris and J. K. Torrens. 
—p. 514. 


Unexpected Fatality in Child from Accidental Consumption of Anti- 
asthmatic Preparation Containing Ephedrine, Theophylline and Pheno- 
barbital. R. A. Gardner, A. E. Hansen, P. L. Ewing and G. A. 
Emerson.—p. 516. 

Severe Leukopenia Due to Diphenylhydantoin Sodium: Case Report. 
J. W. Middleton and M, R. Hejtamancik.—p. 520. 
Trihexyphenidyl (Artane®) in Parkinson’s Disease.— 

Harris and Torrens report their experience with trihexyphenidyl 
(artane®) in 44 patients with parkinsonism. This preparation 
is a synthetic antispasmodic similar to atropine. The parkin- 
sonism was idiopathic in 9, postencephalitic in 15 and arterio- 
sclerotic in 20. Thirty-eight of the patients had failed to respond 
to other treatments. Trihexyphenidyl was given to these patients 
in doses of 2 mg. initially, gradually increased to an average 
dose of 8 or 10 mg. a day in divided doses with meals. Thirty- 
seven of the patients were improved, with the greatest improve- 
ment being shown in the rigidity and spasticity. Six patients 
showed no improvement with trihexyphenidyl and returned to 
the use of other drugs. Seven patients showed mild side reac- 
tions, which subsided when the dose was reduced and did not 
interfere with the treatment. One severe toxic-delirious reac- 
tion to trihexyphenidyl was observed and necessitated discon- 
tinuance of the drug. The authors regard trihexyphenidyl as 
the drug of choice in the treatment of parkinsonism. 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 
58:315-394 (July) 1950 


Reconstructive Procedures in Plastic Repair Over Bony Surfaces. E. S. 
Lamont.—p. 315. 
Adenocarcinoma of Corpus Uteri: Clinicopathological Study. E. Henrik- 
sen and T. Murrieta.—p. 331. 
B. D. 


Fluid Balance and Electrolyte Studies in Toxemias of Pregnancy. 
Stern.—p. 344. 

Values and Methods of Prenatal Education. E. W. Overstreet.—p. 361. 

More Liberalization of Indications for Therapeutic Abortion and Sterili- 
zation Is In Order. J. V. Campbell.—p. 371. 

Integrated System of Community Blood Banks in California: Their Role 
in Obstetrics and Gynecology. J. R. Uptom.—p. 380. 

Tracheo-Esophageal Fistula Due to External Trauma: Report of Case and 
Review of Literature. H. B. Stephens and P. K. Ferrier.—p. 386. 

Clinical Observation of Postpartum Depression and Its Treatment. 


M. Roland.—p. 391. 


Wisconsin Medical Journal, Madison 


49:559-646 (July) 1950 


Rh Factor in Pediatrics. T. J. Greenwalt.—p. 578. 

Beta Ray Uses in Ophthalmology. A. D. Ruedemann.—p. 581. 
Roentgen Therapy of Cavernous Hemangiomas: Report of Case Compli- 
cated by Secondary Infection. J. H. Juhl and E. A. Pohle.—p. 585. 
Practical Considerations in Problem of Carcinoma of Rectum and Lower 

Sigmoid Colon. J. C. Gray.—p. 589. 
Use of Fluorides in Prevention of Dental Caries. 
—p. 594. 
Vertigo: Differential Diagnosis and Treatment. J. R. Lindsay.—p. 607. 
Coagulation Mechanism. A. J. Quick.—p. 613. 


E. R. Krumbiegel. 
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An asterisk (*) before a title indicates that the article is abstracted. 
Single case reports and trials of new drugs are usually omitted. 


Biochemical Journal, London 
47:1-128 (June-July) 1950. Partial Index 

*Effect of Sulphonamides on Aneurin Economy in Animals. C. C. 

Kratzing and E. C. Slater.—p. 24. 

Observations on Kinetics of Haemoglobin in Solution and in Red Blood 

Corpuscle. J. W. Legge and F. J. W. Roughton.—p. 43. 

Metabolism of Oral Flora: I. Oxygen Uptake and Acid Production by 

Mixed Human Saliva in Presence and Absence of Glucose. L. 

Hartles and N. D. McDonald.—p. 60. 

Antithyroid Substances: I. Mercaptoglyoxalines. C. E. Searle, 

A. Lawson and A. W. Hemmings.—p. 77. 

Studies in Congenital Porphyria. C. H. Gray and A. Neuberger.—p. 81. 

Biogenesis of Porphyrins. H. M. Muir and A. Neuberger.—p. 97. 

Cozymase of Mammalian Brain. M. Gore, F. Ibbott and H. MclIlwain. 

—p. 121. 

Sulfonamides and Thiamine Economy in Animals.— 
Kratzing and Slater describe a method for determining thiamine 
in the liver and the entire carcass of rats. They found an 
approximately linear relation between the thiamine content of 
the liver and the dietary intake of thiamine. The inclusion of 
0.55 per cent sulfadiazine in a diet moderately low in thiamine 
brought about the following changes in young rats compared 
with controls fed the same diet without the drug: the thiamine 
content of the liver was about 60 per cent greater; the thiamine 
content of the whole rat less the liver was also greater; the 
blood pyruvate was lower by about 30 per cent; the kidney 
weight was 10 per cent less; the liver weight was 10 per cent 
greater, and the thyroid was three times as heavy. Injection 
of the drug had the same effect as oral administration. Sulfa- 
merazine sodium behaved in the same way as sulfadiazine, but 
sulfanilamide, sulfapyridine, sulfathiazole, succinylsulfathiazole 
and 2-amino-4-methylpyrimidine did not show this effect. Sulfa- 
diazine had no appreciable effect on the riboflavin content of 
the tissues. Inclusion of sulfadiazine in a diet low in thiamine 
prevented the development of thiamine deficiency symptoms, 
although it did not prolong the life of the rats. It is probable 
that the sulfadiazine, by interfering with some catalytic mechan- 
ism, alters the metabolism in such a way as to decrease the 
animal’s requirement of thiamine. This alteration may result 
from the inhibition of the synthesis of thyroxin by certain 
sulfonamides. 

ae Heart Journal, London 
2:213-316 (July) 1950 

Chest Lead ieee in Health. A. Leatham.—p. 213. 

Early Diagnosis of Pheochromocytoma. L. Cole.—p. 232. 

Cyclopropane Anaesthesia and Ventricular Arrhythmias. M. John- 

stone.—p. 239. 

“Angina Pectoris and Thyrotoxicosis. W. Somerville and S. A, Levine. 

—p. 24 
Cardiac Anomalies in Mongolism. P. R. Evans.—p. 258. , 

Embolism in Mitral Stenosis. G. Bourne.—p. 263. 

Ventricular Septal Defect in Early Childhood. R. M. Marquis.—p. 265. 
Atrial Septal Defect with Special Reference to Electrocardiogram, Pul- 
monary Artery Pressure and Second Heart Sound. J. M. Barber, 

O. Magidson and P. Wood.—p. 277. 

Angiocardiography in Heart Disease in Children. R. O. Kreutzer, 

J. A. Caprile and F. M. Wessels.—p. 293. 

Primary Pulmonary Hypertension. W. D. Brinton.—p. 305. 

Angina Pectoris and Thyrotoxicosis.—Somerville and 
Levine report 24 patients with angina pectoris and thyrotoxi- 
cosis. The symptoms of these patients were compared with 
those of 150 patients who had thyrotoxicosis without angina 
pectoris. The striking difference in symptoms in these two 
groups indicate that when angina occurs with thyrotoxicosis the 
latter is likely to present itself in a subclinical form, and the 
clue to its presence may be a single symptom or sign. In 
several instances the possibility of a thyrotoxicosis was sug- 
gested by prematurely grey hair, salmon coloration of the skin, 
transient glycosuria or paroxysmal auricular fibrillation. The 
masked nature of the thyrotoxicosis may be explained partly by 
the age and sex distribution. They were drawn from the age 
range in which angina is prevalent, and their average age (54 


years) was higher than that of the nonanginal thyrotoxic group, 
in which most cases start between the ages of 15 and 49. Women 
with thyrotoxicosis usually outnumber men 6 to 1, but this 
series comprises 18 men and six women. Therefore, apart from 
any effect which the coexistence of angina may have had on 
the thyrotoxic manifestations, the greater average age and 
preponderance of men in the series would tend to mask the 
clinical features of thyrotoxicosis. The thyrotoxicosis was 
treated by either subtotal thyroidectomy (in 15) or by propyl- 
thiouracil (in three) or by methylthiouracil (in two). Four 
patients received no treatment for thyrotoxicosis. Of 18 patients 
whose thyrotoxicosis was controlled by treatment, angina pec- 
toris disappeared or was greatly improved in 17. Of the four 
untreated cases, two died suddenly within a few days after the 
diagnosis and before treatment for thyrotoxicosis could be initi- 
ated. Treatment was declined by a woman, aged 68, who con- 
tinued to have attacks of cardiac pain until her death two and 
a half years later. The fourth, a man aged 56, with mild 
untreated thyrotoxicosis, was observed for eight years until his 
death, which occurred during sleep. Comparison of the average 
survival time after the onset of angina in the seven fatal cases 
in this series exceeds considerably the corresponding times for 
nonthyrotoxic cases in two other series. The part played by 
treatment of thyrotoxicosis in increasing the survival time of 
these patients is difficult to assess. The authors suggest that the 
increased survival time may be a reflection of the earlier appear- 
ance of angina pectoris when thyrotoxicosis is also present. Two 
outstanding features of the anginal pain in patients with asso- 
ciated thyrotoxicosis were: (a) the frequency of angina pectoris 
decubitus, which was present in 18 of the 24 patients and (0) 
the immediately beneficial response to iodine used preparatory 
to subtotal thyroidectomy or to thiouracil. 


British Journal of Dermatology and Syphilis, London 
62:289-350 (July-Aug.) 1950. Partial Index 


Hereditary Haemorrhagic Telangiectasia: Genetic and Bibliographical 
Study. H. G. Garland and S. T. Anning.—p. 289. 

Psoriasis Zosteriformis. B. Russell.—p. 314. 

Granuloma Annulare: Treatment with Vitamin E. T. Cochrane. 
p. 316. 


British Journal of Ophthalmology, London 
$4:393-456 (July) 1950. Partial Index 


Further Cases of Fundus Dystrophy with Unusual Features. R. A. 
Burn.—p. 393. 

*Ophthalmoscopical Appearance of Fundus Oculi in Elderly Persons with 
Arterio-Sclerosis and Normal Blood Pressures. H. Vogelius and 
P. Bechgaard.—p. 404. 

*Ophthalmological Investigations of 500 Persons with Hypertension of 
Long Duration. P. Bechgaard, K. Porsaa and H. Vogelius.—p. 409. 
Experimental Study on Efficiency of Different Substances in Retarding 
Absorption of Penicillin Introduced into Subconjunctival Spaces. 

G. Lepri—p. 425. 

Case of Permanent Blindness Due to Toxaemia of Pregnancy. L. B. 
Somerville-Large.—p. 431. 

Indications on Technique of Iridencleisis. G. P. Sourdille.—p. 435. 

Note on So-Called Enlargement of Blind Spot in Glaucoma. P. L. 
Blaxter.—p. 442. 

Simple Method of Inserting Amniotic Membrane Grafts into Conjunctival 
Sac. C. M. Shafto.—p. 445. 


Fundus Oculi in Elderly Patients Without Hyperten- 
sion.—Vogelius and Bechgaard studied the retinas of 124 per- 
sons over 40 years of age, who had normal blood pressures but 
many of whom had arteriosclerosis. Slight irregularities in 
the arterial caliber and slight changes in the arteriovenous 
junctions were found in a few patients in the 40 to 50 age 
group. These changes increased in degree and frequency in 
persons over the age of 60, and many constricted arteries were 
found. These two types of change correspond to the altera- 
tions occurring in patients with hypertension in Wagener and 
Keith’s groups 1 and 2. Neither spasms of the arteries nor 
retinopathy was observed. 
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Hypertension and Retinal Changes.—Although it has 
been generally accepted that severe changes in the retina, such 
as hemorrhages, exudates and papilledema, indicate an unfavor- 
able prognosis in patients with hypertension, little is known 
about the less severe changes. Bechgaard and his co-workers 
made ophthalmologic studies on 485 hypertensive patients from 
four to 11 years after the hypertension had first Been detected. 
They found only one case of blurring of the edge of the disk 
and only 30 patients with hemorrhages and exudates. The 
retinal vessels were. normal in 160 patients. The arterial 
diameters were normal in 50 per cent of the patients; in the 
others they were either narrow or irregular. The arteriovenous 
crossings were normal in 63 per cent of the patients. No definite 
correlation was found between the changes in the retinal vessels 
and the general condition of the patient. Normal eyegrounds 
were often found after many years of severe hypertension and 
in the presence of myocardial damage, whereas retinal vessels 
showed definite changes in many persons without symptoms and 
with a normal electrocardiogram. 


British Medical Journal, London 
2:179-232 (July 22) 1950 


Humanism: Reflections on 
Cohen.—p. 179. 


Medicine, Science, and First Half of 
Twentieth Century. H. 


Syringes Used for Mass 


*Possible Mode of Transfer of Infection by 
Inoculation. R. J. Evans and E. T. C. Spooner.—p. 185. 

Diphyllobothrium Infestation and Anaemia in Great Britain. J. C. 
Harland, J. G. Humble and P. G. Mann.—p. 188. 

Specific Serological Type of Bact. Coli Found in Infants’ Home in 
Absence of Epidemic Diarrhoea. A. M. M. Payne and G. T. Cook. 
—p. 192. 

Bact. Coli D 433 in Cases of Diarrhoea in Adults. J. S. Stevenson. 
—p. 195. 

Bone-Marrow Infusions: Intratibial and Intravenous Routes Com- 
pared. L. W. C.. Massey.—p._ 197. 


Transfer of Infection by Syringes.—Evans and Spooner 
point out that a common mass inoculation technic employs a 
different sterile needle for each injection, but does not sterilize 
the syringe, which contains several doses of inoculum, between 
injections. The authors describe several experimental investi- 
gations which they carried out in order to determine if there 
is a risk of syringe transmission. They concluded that the 
common practice of giving multiple injections from one syringe 
is not made entirely safe by using a separate needle for each 
injection, even when the injection is not made into a vein. The 
risk probably lies in aspiration of fluid along the needle by 
suction created when the nozzle of the syringe is withdrawn 
from the socket of the needle. The authors do not wish- to 
suggest that the experiments described means that this “sepa- 
rate needle, common syringe” procedure carries a high risk; if 
a fresh sterile syringe cannot be used for each subject, they 
think it is the best technic at present available for mass inocu- 
lation purposes. Although accidental infections attributable to 
the use of the common syringe have not been described, the 


authors suggest that the hazards of the:separate needle, common ° 


syringe technic may well be greater in countries where malaria 
and blood-borne viruses are more frequent. 


Irish Journal of Medical Science, Dublin 
295:305-352 (July) 1950 


Synethetic Oestrogens in Treatment (With Special Reference to Malig- 
nant Disease). E. C. Dodds.—p. 305. 

Life of the Red Blood Cell. L. J. Witts.—p. 315. 

Clinical Aspects of Chloromycetin. J. S. White.—p. 326. 

Allergy in Two Stages (The Full Allergic Response Resulting from 
Two Part Allergens). P. A. Collins —p. 333. 

fcute Nephritis—Clinical Study. A. Thompson.—p. 342. 


Lancet, London 
2:121-160 (July 22) 1950 


Nursing and Tuberculosis in General Hospital. K. P. Ball, H. Joules, 
>. H. C. Toussaint and J. A. Heady.—p. 121. 
Pregnenolone in Treatment of Rheumatoid Arthritis. J. P. P. Stock 


and E. C. McClure.—p.. 125. 
Puerperal Uraemia Due to Acute Upper-Nephron Nephrosis: Report 
of Three Cases. “A. D. T. Govan and I. MacGillivary.—p. 128. 
“Excretion of Potassium After Partial Gastrectomy. A. W. Wilkinson, 
. H. Billing, C. Nagy and C. P. Stewart.—p. 135. 

‘Potassium Excretion After Partial Gastrectomy.—Wil- 
kinson ‘and collaborators’ cite previous studies on the increased 
excretion of nitrogen, sulfur, phosphorus and potassium after 
injury. They studied. the urinary excretion of potassium in five 
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patierits after a partial gastrectomy. They found that the 
urinary excretion of potassium was increased in spite of cessa- 
tion of potassium intake-for up to three days after operation. 
This was succeeded by a period of five or six days when the 
daily excretion was reduced, although the intake of potassium 
had been resumed. The authors discuss the relation of these 
observations to the previously recorded changes in metabolism 
of chloride, sodium and nitrogen. They advance the hypothesis 
that an inflammatory reaction in the damaged tissues leads to 
depletion of intracellular water and salt and that ‘this explains 
the observed increase in potassium excretion. This is consistent 
with the coincident retention of water, sodium and chloride, 
since the changes in the inflammatory area are followed by a 
demand for increased extracellular-extravascular fluid, a demand 
which is met partly by withdrawal of fluid from the cells else- 
where and partly from isotonic sodium chloride solution given 
intravenously. Disturbance of the intracellular fluid is suggested 
by the increased urinary excretion of phosphate at the same 
time as the excessive loss of potassium. 


Transactions Royal Soc. Trop. Med. and Hyg., London 
44:1-148 (July) 1950. Partial Index 

Problem of Loiasis in West Africa. R. M. Gordon, W. E. Kershaw, 
W. Crewe and H. Oldroyd.—p. 11. 

Treatment of Urinary Bilharzia in Egypt by Miracil. 
and A. Halawani.—p. 67. 

Study of Sleeping Sickness in Endemic Area of Belgian Congo over 
Period of Ten Years. I. S. Acres.—p. 77. 

Report of Two Additional Cases and Analysis of Pathogenesis of 
—— on Isthmus of Panama. W. C. Butz and N. W. Elton. 
—p. 113. 

Tropical Thromboangiitis of Splenic Vessels and Its Relationship to 
Primary Splenic Abscess. M. Gelfand.—p. 117. 

*Trivalent Sodium Antimony Gluconate in Treatment of Schistosomiasis. 
M. Erfan and S. Talaat.—p. 123. 

Trivalent Sodium Antimony Gluconate in Schisto- 
somiasis.—Since experiments had proved that the toxicity of 
trivalent sodium antimony gluconate was less than one-third 
that of antimony potassium tartrate and less than one-half that 
of sodium antimony tartrate, Erfan and Talaat decided to test 
its therapeutic activity. The following general instructions must 
be observed in using this compound: 1. Ice cold, sterile, dis- 
tilled water must be used to dissolve it. 2. Resistance glass 
vessels should be used. 3. Solutions must not be less than 5 
per cent in strength. 4. Aseptic precautions must be observed 
in preparing the solution. In no circumstances must the solution 
be heated to sterilize. 5. Solutions must be administered as soon 
as they are prepared. A 6 per cent solution of trivalent sodium 
antimony gluconate was prepared following the directions given 
above. The individual dose consisted of 3 cc. of a 6 per cent 
solution. Of 30 patients who received a six days’ course, 17 
were not passing ova in the urine, 5 were passing dead ova 
only and 8 living ova, at the end of the period of observation 
in hospital of one to two and one-half months. Of the ‘six 
patients who received a 12 days’ course, three. were not. passing 
ova in the urine, three were passing dead ova only and none 
living ova, at the end of the period of observation in hospital 
of one to three and one-half months. Slight transient slowing 
of the pulse rate was noted in some cases immediately after 
the injection. Two patients vomited after the fourth and fifth 
injection, respectively, and an urticarial rash, which disappeared 
on the following day, developed in one patient. The remaining 
33 patients did not show any reactions during the treatment or 
after it. The authors conclude that trivalent sodium antimony 
gluconate is effective in the treatment of schistosomiasis and 
that it is better tolerated than antimony potassium tartrate and 
sodium antimony tartrate. 


Tubercle, London 


$1:145-172 (July) 1950 
Nature of Drugfastness.. E. P. Abraham.—p. 146. 
Combined Use of Para-Aminosalicylic Acid (PAS) and Streptomycin in 
Pulmonary Tuberculosis. M. . Nagley.—p. 151. 
Combined Streptomycin—Para-Aminosalicylic Acid Treatment of Pul- 
5. 


monary Tuberculosis. S. R. Jamieson.—p. 15 
Freeze- om (Lyophilized) BCG. F. Van Deinse and F. Senechal. 


—p. 15 

’34:173- 196 (Aug.) 1950.. Partial Index 

Boeck’s Sarcoidosis (Chronic Epithelioid-Celled Reticulo-Endotheliosis 
or Granulomatosis). S. J. Leitner.—p. 174. 

SS el with Freeze-Dried BCG: Preliminary Clinical 
PF. Van Deirse and F. Senechal.—p. 185. 


D. J. Newsome 


Reports. 
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Anais Clin. Ginec. Fac. Méd. Univ. S. Paulo, Sao Paulo 
3:1-230, 1949. Partial Index 


*Treatment of Pulmonary Metastases of Carcinoma of Breast by Testos- 


terone Propionate. A. Wolff Netto and J. Sampaio Gées Jr.—p. 157. 

Testosterone Propionate.—Wolff Netto and Sampaio Goes 
report a-patient, 51 years of age, in whom the right breast was 
removed for carcinoma. Three and one-half years later she 
complained of rapid loss of weight, severe cough and pain in 
the right ribs. Roentgenograms showed diffuse pulmonary 
metastases. These lesions disappeared following administration 
of testosterone propionate, for six consecutive months in daily 
doses of 100 mg., the total dose for the six months amounting 
to 18 Gm. The evolution of the pulmonary metastases in this 
case was followed by roentgen control before, in the course of, 
and after completion of the treatment with testosterone. Cough 
and rib pain disappeared, and the general and nutritional con- 
dition ‘of the patient improved. She exhibited moderate 
masculinization. 


Annales Paediatrici, Basel 
174:337-400 (June) 1950. Partial Index 


Discrete Meningeal Reactions or Initial Forms of Tuberculous Meningitis. 
R. Debré, H. E. Brissaud, P. Mozziconacci and B. Renaux.—p. 337. 
Effect of Carinamide upon Penicillin-Concentration of Blood. M. R. H. 
Stoppelman.—p. 375. 
‘ongenital A lies as Factors in Disorders of Pyloric Passage. 

E. Farkas.—p. 385, 

*Appearance of Hypertrichosis During Streptomycin Treatment. R. Fond. 

—p. 389. 

Hypertrichosis During Streptomycin Therapy.—Foné 
says that, of 27 children (15 boys and 12 girls) who were 
treated with streptomycin for miliary tuberculosis or for tuber- 
culous meningitis, all but five exhibited hypertrichosis after six 
to eight weeks of treatment with streptomycin. The hyper- 
trichosis usually appears first on the upper side of the limbs and 
successively spreads over most of the body, except the neck, 
elbows, knees and gluteal region. The growth is thick and the 
length 1 to 3 cm.; the color is similar to that of hair on the 
head. Hypertrichosis has been observed in persons of both 
sexes from 3 to 14 years of age. The hypertrichosis persisted 
after treatment with streptomycin was discontinued. In one 
case hypertrichosis is still present after 12 months have elapsed. 
How the hypertrichosis develops has not been ascertained. It 
may be caused by the streptomycin or may result from the 
disease after the streptomycin has saved the life of the patient. 


( 





Archives des Maladies du Coeur, Paris 
43:385-480 (May) 1950. Partial Index 


laden: Embolism Without Infarction. J. Lenégre and J. Néel. 
a of Renal Balance Before and After Angiocardiography. 
E. Donzelot, R. Heim de Balsac, M. Durand and others.—p. 410. 
Considerations on Differential Concept of Electrocardiogram in Light of 
Modern Physiologic Data. P. Meyer and R. Herr.—p. 415. 
Pulmonary Embolism Without Infarction.—Lenégre and 
Néel report pulmonary embolism in 173 of 500 necropsies per- 
formed on cadavers of cardiac patients. Pulmonary embolism 
without infarction was observed in 92 of the 173 pecropsies; 
it was associated with pulmonary embolism with infarction in 
53 of the 92 autopsies. The ratio of pulmonary embolism 
without infarction to pulmonary embolism with infarction 
exceeds one third. The clinical aspect of pulmonary embolism 
without infarction varies considerably in that some patients may 
have the classic functional symptoms of pulmonary embolism 
while others may present atypical symptoms, which are even 
more confusing because of the complete absence of physical and 
roentgenologic signs of pulmonary consolidation. The authors 
did not observe the specific roentgenologic aspect which Wester- 
mark described as increased transparency of the involved pul- 
monary segment associated with a disappearance of the vascular 
pattern in this area. The circulatory sequelae, the course and 
the prognosis of pulmonary embolism without infarction are the 
same as those of pulmonary embolism with infarction, i. e., a 
clinical syndrome and electrocardiogram characteristic of acute 
cor pulmonale resulting from pulmonary arterial hypertension 
and dilatation of the right ventricle. Death may result. In 
general, diagnosis cannot be established by clinical features but 





J. A. MLA 
Nov. 4, 1950 


requires anatomic evidence. Such evidence indicates that pul- 
monary embolism may cause only transitory vasomotor reac- 
tions in the corresponding pulmonary area, such as edema or 
congestion. The appearance of the lung may remain unchanged 
in spite of the thrombosis of its functional artery. The patho- 
genesis of pulmonary embolism without infarction is not known. 
Arterial thromboses with or without infarction may be observed 
in the pulmonary circulation, where the pulmonary artery is the 
functional vessel, as well as in the general circulation, where 
most arteries are nutrient vessels. Infarction following pul- 
monary embolism depends chiefly on vasomotor conditions in the 
individual case and on the aptitude of the collateral circulation 
in the adjacent areas. 


Archivos Argentinos de Pediatria, Buenos Aires 
21:253-324 (May) 1950. Partial Index 


*Penicillin in Treatment of Scarlet Fever. F. Bazan, R. Ceroni and 

J. Huberman.—p. 267. 

Penicillin in Scarlet Fever.—Bazan and collaborators 
treated 200 children, of an average age of 6 years, who had 
scarlet fever. One group of 100 children was given penicillin 
while another group of 100 was treated without the antibiotic. 
Penicillin was given in two daily doses of 50,000 units each, 
for six consecutive days. Duration of fever before the appear- 
ance of the rash was shorter in children who were given peni- 
cillin than in the group not given the drug. The course of the 
disease and the complications were shorter and milder in the 
penicillin group. The hemolytic streptococci disappeared rapidly 
from the throat of the majority of these patients. Complications, 
mainly tonsilitis, adenitis, glomerulonephritis or otitis, occurred 
in 40 patients of the penicillin group and in 57 in the other group. 


Beitrage zur klinischen Chirurgie, Berlin 
180:1-158 (No. 1) 1950. Partial Index 


Question of Pathogenetic Significance of Protruded Intervertebral Disk 
in Lumbar Portion of Spine. P. Duus and G. Kahlau.—p. 1. 

*Course of Acute Osteomyelitis Treated with Penicillin. U. Graff. 
—p. 6 

*Scalenictomy in Scalenus Syndrome: Early and Late Results. 


H. Junge.—p. 79. 

Penicillin in Acute Osteomyelitis—Graff treated 25 
patients having acute hematogenous osteomyelitis with penicillin. 
Every two to three hours, 30,000 to 40,000 units of penicillin 
were administered, and the total dose was not less than 5,000,000 
units. Twelve patients were treated with penicillin alone. Peni- 
cillin therapy combined with surgical treatment was given to 
13 patients. Surgical treatment consisted of incision of the 
abscess, trephining of bone and open wound treatment in eight 
patients ; of incision of the abscess and drainage in three patients, 
and of operative removal of pus and primary suture in two. 
Cure of acute hematogenous osteomyelitis may be obtained with- 
out surgical intervention, provided that treatment with penicillin 
is instituted early and is continued for a sufficient length of 
time, as determined by the blood sedimentation rate. Pronounced 
lowering of the blood sedimentation rate occurred frequently at 
the end of the second week of treatment and corresponded with 
the extent and stage of the roentgenologically demonstrable bone 
changes. The course of the osteomyelitis treated with penicil- 
lin was of two types. The changes in the bone were limited 
to the metaphysis in one type, with periosteal osteophytosis and 
necrosis, or inflammatory destruction of the bone regressing 
considerably within three months. The entire bone was affected 
by the osteomyelitic process in the other type with threatened 
spontaneous fractures. Absorption of the necrosis was followed 
by recalcification within several months. Involvement of the 
entire bone occurred in all cases in which the penicillin doses 
were too small, when treatment with penicillin was instituted 
too late and when pressure on the medullary phlegmon was 
not relieved. With penicillin therapy, aseptic transformation of 
bone resulted, in contrast to the sequestration of the dead bone 
which resulted from the infection before penicillin treatment was 
practiced. Penicillin therapy combined with surgical treatment 
alleviated the toxic course of the disease and shortened the 
pathological process, but sequestration, fistulas and transition 
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into the chronic type of the disease could not always be pre- 
vented. The skin should be closed after surgical intervention 
to prevent infection of the wound with penicillin-resistant 
bacteria. 

Scaleniotomy in Scalenus Syndrome.—Junge performed 
scaleniotomy on 27 patients, 10 men and 17 women between the 
ages of 16 and 50, with scalenus syndrome. A cervical rib was 
present in 15 patients. Section of the scalenus anticus muscle 
was combined with incision of the scalenus medius in 12 
instances and with incision of the posterior scalenus muscle in 
two instances. Operative and postoperative complications were 
rare. Primary, immediate pos*operative recovery was rare. 
Slow and progressive improvement within six to eight months 
was the rule. Results cannot be evaluated earlier than one 
year after the operation. Thirteen patients were followed for 
four to 20 years after the operation. Thirteen of the 27 patients 
recovered, 12 improved considerably and 2 were therapeutic 
failures. Scaleniotomy alone was performed on five of the 12 
patients with a cervical rib; three of these recovered, and two 
were improved. Scaleniotomy was combined with rib resection 
in the remaining seven patients; two recovered, and five were 
improved. Surgical intervention was indicated in only 20 to 
25 per cent of the cases in which diagnosis of the scalenus 
syndrome was based on clinical features. Satisfactory results 
may be obtained with conservative treatment, and spontaneous 
recovery may occur. The scalenus syndrome occurs more fre- 
quently in women than in men, and there is a greater tendency 
for the occurrence of a cervical rib in women, who also may 
show less tendency to recover. The age of the patient and the 
preoperative course of the syndrome had no influence on the 
result of the surgical intervention. The preoperative duration 
of the syndrome played a part only with respect to improvement 
in the atrophied muscle. Partial improvement or therapeutic 
failure was determined by the continued presence of the primary 
lesion, by the basal disease and by the presence of irreversible 
changes. Late recurrences were not observed. Early recur- 
rences were induced by scar formation and by the influence of 
the sympathetic nervous system. Sympathectomy is technically 
feasible by the same operative approach, but definite evaluation 
of its chances of success is not possible. 


Klinische Wochenschrift, Heidelberg 


28:321-352 (May 15) 1950. Partial Index 
E. Biicherl and M. Schwab.—p. 321. 


Intrapulmonary Oxidations. 
Hemophylia Caused by Inhibiting 


A Peculiar Hemorrhagic Diathesis: 
Bodies. E. Deutsch.—p. 326. 


Mode of Action of Mercury in Corrosive Mercuric Chloride Poisoning. 


P. Schimert and B. Wanadsin.—p. 330. 

*Problem of Sciatica and of Prolapsed Intervertebral 

Kroll and E. Reiss.—p. 338. 

Sciatica and Prolapse of Intervertebral Disk.—Kroll and 
Reiss believe that neurologic, roentgenologic, myelographic- 
myeloscopic, surgical, gynecologic and internistic methods of 
examination should be employed in patients with sciatica. Their 
investigation revealed that in 57, or 33 per cent, of 170 patients 
sciatic symptoms were due to intervertebra! disk prolapse. 
Studies were made on an additional 104 surgically verified cases 
of intervertebral disk prolapse. There is a considerable per- 
centage of cases of sciatica which are not caused by prolapse 
of an intervertebral disk. There is more lordosis and scoliosis 
in true sciatica than in prolapse of the disk, but the patient 
with prolapse of the disk usually shies away from active move- 
ments of the lumbar spine more than does the patient with true 
sciatica. Signs of neurologic involvement are more pronounced 
in prolapse of the disk, because of the compression of the dural 
space by the prolapsed disk. The authors stress the importance 
of myelography and particularly of myeloscopy with contrast 
medium in the diagnosis of prolapse of the disk. This method 
is particularly important, because prolapse of the intervertebral 
disks is frequently multilocular. Unless this multiple character 
of herniation is recognized before operation, the treatment will 
not be completely satisfactory. The frequent multilocular 
character would seem to indicate that degenerative changes in 
the connective tissue apparatus, rather than traumatic factors, 
are chiefly responsible for’ this lesion. 
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Maandschrift voor Kindergeneeskunde, Leyden 


17: 367-394 (No. 12) 1950. Partial Index 
“— of Whooping Cough with Vitamin C. J. C. de Wit.—p. 367. 
Aureomycin Therapy of Brucella Infection Complicated by Endocarditis. 

F. H. Albers.—p. 382. 
Eosinophilic Gr | of Bone. D. Vervat.—p. 385. 

Ascorbic Acid Therapy in Whooping Cough.—De Wit 
administered ascorbic acid to 90 children with whooping cough. 
The vitamin was given by injection or by mouth. The children 
were given 500 mg. daily for the first seven days. After that 
the dosage was reduced by 100 mg. every two days until it was 
100 mg. a day, this dose being continued until cure had been 
obtained. The disease usually ran its course in 15 days in the 
children who were given the vitamin by injection and 20 days 
in those who were given it by mouth. The average duration in 
20 children treated by vaccine was 34 days. When ascorbic acid 
therapy was started during the catarrhal stage, the spasmodic 
stage was prevented in 75 per cent of the cases, and the number 
of complications was negligible. The ascorbic acid excretion 
curves in the urine showed that the excretion was far less than 
the intake. Absorption and excretion of ascorbic acid became 
equal three days after clinical cure, which indicates that it 
would be wise to prolong the treatment for about that time 
after an apparent clinical recovery. 


Nordisk Medicin, Stockholm 
43:941-976 (June 9) 1950. Partial Index 


Pathogenesis, Prevention and Treatment of Postoperative Thrombosis. 
J. P. Strémbeck.—p. 944. 
*Electrocardiographic Changes in K. Rgrvik and 

T. Aarstrand.—p. 950. 
Coarctation of Aorta and Pregnancy. H. Sundfgr.—p. 953. 
Attempt at Producing Increased Effect by Means of Hyaluronidase in 

BCG Vaccination, S. Bergqvist.—p. 955. 
Granulomas of Vocal Cords After Intratracheal Anesthesia. 

—p. 956 

Anxiety Neuroses.—R¢grvik and Aarstrand report on 63 
patients, 46 aged under 45, 61 of them women, who had transient 
cardiographic changes like those in coronary insufficiency but 
were otherwise without any evidence of organic disease. In 47 
patients there was a more or less grave neurosis; symptoms in 
the rest were similar but with a more definite asthenic disturb- 
ance. The majority of the patients were of leptosomatic habit. 
The most frequent electrocardiographic changes were those 
ascribed by Nordentoft to sympatheticotonic condition: high T 
waves and depressed ST-T segment in the second and third 
lead, with a tendency to short P-Q time and long Q-T time. 
In some cases the electrocardiograms varied during the day or 
from day to day. In other cases the changes were more con- 
stant, but ergotamine tartrate therapy frequently resulted in a 
normal electrocardiogram. 


Presse Médicale, Paris 
58:661-708 (June 14) 1950. Partial Index 

*Bronchi in Course of Attack of Asthma: Experimental, Bronchoscopic 
and Anatomicopathologic Study. Pasteur Vallery-Radot, B. N. Halpern, 
J.-M. Dubois de Montreynaud and V. Péan.—p. 661. 

Action of Synthetic Chloramphenicol (Tifomycine) on Bacillus Typhosus 
“Eberthella Typhosa” studied with Contrast Phase Microscope. 
Levaditi, A. Vaisman and J. Henry-Eveno.—p. 665. 

“Experimental Allergic Encephalomyelitis. B. N. Halpern, I. Bertrand 
and F. Lhermitte.—p. 684. 

Bronchi in Asthmatic Attack.—Pasteur Vallery-Radot and 
co-workers produced attacks of anaphylactic asthma in guinea 
pigs by subjecting them to inhalations of a finely atomized 10 
per cent solution of ovalbumin three weeks after the. animals 
were sensitized with crystallized ovalbumin. Severe asthmatic 
states could be elicited in normal guinea pigs by administration 
of bronchoconstrictor poisons, such as histamine and choline in 
aerosol form. The animals with anaphylactic asthma had bron- 
chial edema and the animals with pharmacodynamic asthma did 
not. Rapid and complete relief resulted from an antihistamine 
injection given to the animals in the course of an attack of his- 
taminic asthma due to bronchospasm, i.e., to a reversible func- 
tional disturbance. The antihistamine injection proved ineffective 
when given in the course of an attack of anaphylactic asthma due 
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to bronchial edema, in the presence of which the antihistaminic 
drug can no longer exert its effect on the capillary permeability. 
When given before the attack of either anaphylactic or hista- 
minic asthma, the antihistamine injection prevented the attack 
of either type of asthma. Bronchoscopy performed on one 
patient with allergic asthma and on one patient with non- 
allergic asthma showed narrowing of the bronchial lumen with 
swelling of the mucosa in the patient with allergic asthma, 
while hypersecretion and bronchial spasm without any swelling 
of the mucosa was revealed in the patient with nonallergic 
asthma. Microscopic examination of the bronchial connective 
tissue obtained by biopsy from the two patients during their 
attacks of asthma showed that allergic asthma is characterized 
by more or less considerable edema, while edema is completely 
absent in nonallergic asthma. The authors conclude that allergic 
asthma is caused by sudden occurrence of bronchial edema as a 
esult of antigen-antibody reaction, while an attack of non- 
allergic asthma is caused by another mechanism. 
Experimental Allergic Encephalomyelitis.—Halpern and 
co-workers produced disseminated encephalomyelitis in monkeys, 
dogs and guinea pigs by parenteral injection of an emulsion of 
brain extract containing dead Koch’s bacilli and paraffin oil as an 
adjuvant substance. The injected brain extract acted like an 
antigen to which the organism reacted by the formation of 
specific antibodies. The antibodies became fixed electively to 
the nervous tissue of the treated animals. The lesions of 
encephalomyelitis were characterized microscopically by a dis- 
seminated inflammatory process and by perivascular foci of 
demyelinization. The lesions result from sensitization of the 
organism by its own nervous system. Attempts to produce 
encephalomyelitis by passive transmission of the antibodies and 
to isolate the antigen from the myelin were not successful. Two 
substances, one a protein and the other a lipopolysaccharide, 
have been observed in the paraffin oil in which the dead Koch 
bacilli were macerated. Encephalomyelitis could not be pro- 
duced in guinea pigs by parenteral injection of a brain emulsion 
to which these two substances had been added instead of the 
dead Koch bacilli. A close relation of experimental encephalo- 
myelitis, postvaccinal encephalitis and encephalitis associated 
with eruptive fever in man is suggested by the localization of 
the lesions of the experimental encephalomyelitis in the white 
matter and by the strictly perivascular topography of the 
inflammatory foci with myelino-axonal degeneration. The mor- 
phological aspect of medullary lesions observed in the dogs 
resembled closely that of the lesions of multiple sclerosis in man. 


Schweizerische medizinische Wochenschrift, Basel 
80:513-532 (May 20) 1950. Partial Index 


Practical Significance of Rh Factor in Blood Transfusions: Treatment 
of Accidents with Peritoneal Dialysis. H. Briitsch and B. Cathomas. 
Fs gy in Shock Due to Transfusion. J. Steinmann. 
Epil ptifore Attacks Due to Thallium Poisoning. S. Moeschlin and 

G. Condrau.—p. 519. 

*Alkali-Plasma Transfusion. R. Bucher.—p. 522. 

Irregular Agglutinins in Shock Due to Transfusion.— 
Steinmann reports two patients in whom tachycardia, discom- 
fort, headache, rigor and pain in the lumbar region occurred 
in the course of a blood transfusion. The severe reaction was 
caused by the presence of irregular agglutinins in the serum of 
these patients, one of whom belonged to the group A: anti-A; and 
the other to the group A anti-O. Two additional patients pre- 
sented a similar clinical picture in the course of a transfusion, 
but irregular agglutinins were not’ responsible for the patients’ 
reactions. A spastic condition of the veing may have caused a 
mechanical renal disturbance. This fact emphasizes the impor- 
tance of reliable diagnosis based on the demonstration of the 
agglutinins. A fifth case of shock due to transfusion occurred 
in an anemic Rh-negative woman who was given a transfusion 
of blood from a Rh positive donor. Although anti-Rh sensi- 
tization may be caused by transfusion, this mechanism should 
not be used as an explanation for every case of primary anti-Rh 
sensitization. Intravenous administration of 8 to 10 cc. of pro- 
caine hydrochloride in 1 per cent solution, 1 cc. per minute, 
is the treatment of choice for the transfusion accidents described. 
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Alkali-Plasma Transfusion.—According to Bucher, main- 
tenance and restoration of the alkali reserve of the blood between 
50 and 60 volumes per cent may be of decisive importance in 
various medical and surgical disease processes. Experiments jn 
animals and human beings showed that intravenous administra- 
tion of a 5 per cent sodium bicarbonate solution caused a tem- 
porary increase in the alkali reserve, but the alkali reserve 
returned to its initial level within two hours. The adminis- 
tration of sodium bicarbonate solution was associated with gen- 
eralized cyanosis and mild tetany. Additional experiments were 
performed with the intravenous application of alkali-plasma. 
This compound was prepared in vitro by incubation of 5 Gm. of 
sodium bicarbonate crystalline in 5 cc. of distilled water with 
100 cc. of sterile citrated blood plasma. The increase in the 
alkali reserve of the blood obtained by the intravenous adminis- 
tration of this preparation lasted three to four hours. Sodium 
bicarbonate tetany was absent. The urea content of the blood 
and the content of inorganic phosphorus were reduced for a 
prolonged period of time. No other changes were observed 
in the blood. The amount of urine was considerably increased 
within the first two hours after the intravenous administra- 
tion of sodium bicarbonate solution as well as of alkali-plasma. 
The excretion of urea and of phosphorus pentoxide in the urine 
was reduced considerably. The excretion of sodium chloride 
was less reduced, but its reduction lasted much longer after 
the administration of alkali-plasma than after the administration 
of sodium bicarbonate. The excretion of uric acid was likewise 
reduced. These results suggest a new approach to the treat- 
ment of acidosis in uremia, diabetic coma, postoperative condi- 
tions, shock due te accidents or burns and kidney block due to 
hemolysis. A preliminary report is presented on paraamino- 
salicylic acid and plasma transfusion as adjuvant treatment of 
tuberculosis. The excretion of paraaminosalicylic acid in the 
urine in bacteriostatically still effective concentration was pro- 
longed for more than 100 hours. 


Strahlentherapie, Berlin 
82:1-154 (No. 1) 1950. Partial Index 


*Intestinal Lesions Caused by Roentgen Irradiation. W. Ceelen.—p. 13. 
Radium Dosimetry in Uterine Carcinoma. J. Ries.—p. 23. 

Use of _ Mustard in Therapy of Malignant Tumors. W. Graulich. 
Ghelhinens of Vulva. G. Schémig and J. Breitner.—p. 115. 

Possibility of Radium Therapy of Cervical Carcinoma During Pregnancy: 

Case. V. Kahanpai.—p. 123. 

Changes > Blood Picture Following Roentgen Irradiation. E. A. Zimmer. 

—p. 129. 

Intestinal Lesions from Roentgen Irradiation.—Ceelen 
reports two women in whom fatal intestinal lesions resulted from 
roentgen irradiation. One of the patients had a dysentery-like, 
pseudomembranous enteritis limited to one section of the intes- 
tine, with several deep ulcerations. In the second patient, opera- 
tion disclosed a tumor-like intestinal loop with gangrenous 
necrosis and a penetrating ulceration which had caused a peri- 
tonitis. The first patient had received roentgen irradiation 
because of a suspected sarcoma of the sacrum and ilium; the 
second was given irradiation following a radical Wertheim 
operation for cervical carcinoma. Both of these cases corrobo- 
rate the previously established fact that irradiation causes 
lesions only in those: portions of the intestine which are fixed 
in a definite position by adhesions. As a result of this fixation, 
the same region is exposed to the cone of rays, even though 
the rays are applied to different fields. Morphological studies 
demonstrated that the vessels and the mesenchymal tissues are 
first to be attacked by the rays; this is followed by endothelial 
and histocytic damage, severe vascular dilatation with abnormal 
vascular permeability, serofibrinous exudation and coagulation 
of the fiuid and plasma tissue constituents. Epithelial necrosis 
and surface defects with pseudomenbranous deposits develop 
because of the susceptibility of the intestinal epithelium to cir- 
culatory disturbances. A tendency to tissue breakdown, a sort 
of prenecrotic condition, results from the progressive solidifi- 
cation of the proteins and the slowing-down in the blood and 
lymph currents. It is not possible to deduce from the histo- 
logical pictures to what extent the action of the rays, of the 
intestinal bacteria or of the decomposition products of the feces 
participate in the final breakdown of the intestinal wall. 
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BOOK NOTICES 


The reviews here published have been prepared by competent authorities and 
do not represent the opinions of any official bodies unless specifically stated. 


The Cost and Financing of Social Security. By Lewis Meriam and 
Karl Schlotterbeck. With a Chapter on Veterans’ Benefits by Mildred 
Maroney. Cloth. $3. Pp. 193. Brookings Institution, 722 Jackson PI1., 
N.W., Washington 6, D. C., 1950. 

Even a casual reading of this book should arouse one’s doubts 
about the wisdom of national fiscal policies in the so-called wel- 
fare field. For many years now welfare programs and social 
security have been presented on a platter dripping with sentiment, 
generalizations and vote-getting promises. If for no other rea- 
son, this bock is valuable because it presents an analysis of pres- 
ent social security programs and their future economic 
possibilities without recourse to plucking of the heartstrings. 

The first part of the book deals with the four principal social 
security programs: (1) old age, survivors and disability insur- 
ance; (2) unemployment compensation ; (3) health insurance, and 
(4) public assistance. Part 2 considers special categories the 
author calls “tangential” to the main issues: (1) the very poor, 
(2) the veterans and (3) persons covered by private pension and 
retirement systems. The third part of the book analyzes the 
over-all security program and presents what the authors believe 
to be the requirements for a financially sound social security 
system. 

Government has gone a long way along the wrong path in 
financing social security programs. The authors clarify much 
of the muddled thinking that has gone into building these pro- 
grams, and they weed out the basic issues, giving a complete 
picture of the possible future results. The discussion is par- 
ticularly interesting in view of the ‘recent debates over H. R. 
6,000. While much of the book is devoted to complicated fiscal 
policies, every reader should be able to understand this: “The 
taxpayers of today pay special taxes uncomplainingly because 
they believe they are buying social security. They do 
not appreciate that most of the proceeds of the payroll tax on 
wages up to $3,000, a regressive tax, are actually being used 
to finance current operations and that the assets of the fund are 
simply debt liabilities of the government.” Later, when the pres- 
ent taxpayers need the security they think they are paying for 
now, someone will have to pay—possibly the same taxpayers. 

Mr. Meriam is a seasoned student of government, and he 
and his co-authors have made a difficult subject as readable as is 
possible. This should be “must” reading for every senator and 
congressman. 


William 


Physicians’ and Nurses’ Concise Medical Encyclopaedia. By 
Biblion 


H. Kupper, M.D. Cloth. $7.50. Pp. 450, with illustrations. 
Press, 257 S. Spring St., Los Angeles 12, 1950. 

This concise medical encyclopedia, according to its author, is 
an attempt to bridge the gap between medical dictionaries which 
“say too little about too much” and the medical tomes which 
“say too much about too much.” This text misses both points. 
It is neither a good dictionary nor a good textbook. Like all 
short cuts it achieves neither objective. Most of the definitions 
of clinical entities and the brief discussions of them are entirely 
inadequate and often erroneous. For a brief text such informa- 
tion as that under the heading of gonorrhea that “Casanova 
had venereal disease eleven times” and that angina pectoris is 
“a disease most often seen in middle-aged men, city dwellers, 
business men and Jews” or that “the pain of angina pectoris 
helped to increase Tolstoy’s religious fervor” add little to the 
value of the text. The author also ought to know that the 
name of the well known pathologist is Gaffky and not Gaffkya. 
Pulmonary embolism is caused by the lodgment of a particle 
in the lungs, according to the author. The book is printed on 
good paper and has large, readable print. The illustrations 
are poorly chosen and executed and therefore add little to the 
understanding of the text. The term medical encyclopedia is a 
misnomer for this volume. 


The Rheumatic Diseases. By G. D. Kersley, M.A., M.D., F.R.C.P., 
Director of Research and Adviser in Chronic Rheumatic Diseases to the 
South West and Oxford Regions, England. With a Foreword by Sir Francis 
R. Fraser, M.A., M.D., F.R.C.P., Post Graduate Prof in Medici 
to the University of London, London. Third edition. Cloth. $3.50. 
Pp. 143, with 26 plates. Grune & Stratton, Inc., 381 Fourth Ave., New 
York 16, 1950. 

This edition was published, according to the author, to bring 
the book up to date and to add a new chapter on the endo- 
crinological and biochemical aspects of rheumatic disease, as 
well as a summary of the uses and action of cortisone and 
pituitary adrenocorticotropic hormone (ACTH). The author has 
achieved his purpose by briefly discussing the etiology, pathology, 
clinical aspects and treatment of the more common forms of 
rheumatic diseases. The book is intended as a guide for medi- 
cal students and for the general practitioner. It is ‘essentially 
an outline and not a textbook. The manual would have served 
a better purpose had the author confined himself to treatment 
of proved worth, rather than summarizing many therapeutic 
procedures of doubtful value and even of no value, thereby leav- 
ing the reader in doubt about the more established procedures. 

There are 26 excellent plates, which include the action and 
uses of adrenocorticotropic hormone and cortisone, reproductions 
of pathological changes in rheumatic fever, rheumatoid and 
hypertrophic arthritis, as well as excellent reproductions of 
films and illustrations of physical therapy equipment. The book 
is written in simple language, and the information is accurate for 
the most part. It should prove a useful guide to those seeking 
a synopsis of the more common rheumatic diseases. 





Proctology in General Practice. By J. Peerman Nesselrod, B.S., M.8., 
M.Sc., Associate in Surgery, Northwestern University Medical School, 
Chicago. Cloth. $6. Pp. 276, with 64 illustrations. W. B. Saunders 
Company, 218 W. Washington Sq., Philadelphia 5; 7 Grape St., Shaftes- 
bury Ave., London, W.C.2, 1950. 

The author covers the field of proctology thoroughly but 
concisely. In Chapter 1 he begins by providing a logical inter- 
pretation of terms pertaining to anorectal anatomy, physiology 
and pathology and thereby assures a clear understanding by the 
reader of the remaining chapters. The book is written for the 
general practitioner, but it possesses equal value for the general 
surgeon, the internist and the proctologist. The discussion of 
diagnostic procedures, preoperative management and postopera- 
tive care is worthy of special comment. The chapters which 
deal with these topics are written in clear, concise language 
and are accompanied by well selected illustrations. The author’s 
wide experience and excellent judgment are reflected throughout 
the pages of this splendid volume, which will unquestionably be 
a valuable acquisition for any physician interested in the sub- 
ject of proctology. 


Seventh Semiannual Report of the Atomic Energy Commission, Janu- 
ary 1950. United States Atomic Energy Commission. Paper. Pp. 228, 
with illustrations. Government Printing Office, Washington, D. C., 1950. 

The activities and developments in the atomic energy pro- 
gram during 1949 are concisely presented in this report. One 
is amazed at the extent of the operations: During the fiscal 
year 1950 the commission is investing about $19,000,000 in 
biologic and medical research; it distributed $10,000,000 for 
investigations in major government-owned installations, $20,- 
000,000 in three major university-owned atomic energy labora- 
tories and $7,000,000 for research in private, industrial and 
educational institutions and in other government agencies. The 
Hanford and Oak Ridge plants turned out more fissionable 
materials during 1949 than in any previous year. Many of the 
materials are being used in medical research and in medical 
treatment. The largest number of shipments of isotopes from 
the Isotopes Division, Oak Ridge, were for medical therapy 
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and animal physiology. Iodine 131 and phosphorus 32 were the 
isotopes most needed. In appendix 5 there is a listing of the 
fellowship boards and Atomic Energy Commission fellowships 
for 1949-1950 and fellowship boards of the National Research 
Council. The postdoctoral research workers in biologic sciences 
and medicine are listed by name, location and field. The report 
is factual and revealing. 


Mr. Carlyle My Patient: A Psychosomatic Biography. By James L. 
Halliday. Cloth. $3.50. Pp. 227. Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16, 1950. 

This small volume is not, according to the author’s own 
avowal, an attempt to “explain” Carlyle nor yet to “debunk” 
him. It is rather an attempt to elucidate certain symptoms, such 
as Carlyle’s perennial dyspepsia, in the light of the man’s 
psychic experiences. There is, of course, nothing new in the 
information that Carlyle’s dyspepsia was an organ neurosis. 
Dr. Halliday attempts to give an interpretation of Carlyle as a 
whole. The. belated postmortem analytic diagnosis of Carlyle is 
that of “a compulsive ‘anal character’ of high intelligence, and 
with definite paranoid traits of inflation and _ self-isolation, 
marked sadistic and masochistic tendencies, and schizoid fea- 
tures. He is very egocentric and narcissistic and suffers from 
periodical phases of depression and passivity. He has a hypo- 
chondriacal preoccupation with his gastrointestinal tract.” For 
reasons that are not easily apparent, Carlyle is an aggressive, 
explosive, anal type of human being. To those persons not 
initiated into the mysteries of Freud’s psychodynamics, some of 
the conclusions will undoubtedly appear farfetched and at times 
unintelligible. The average reader will probably be perplexed 
by the following statement: “At last, on that warm afternoon 
in June, the ego made contact with the Terrible-Father com- 
plex. At this encounter, a flash of psychic energy from the 
complex passed over to the ego.” Despite intellectual extrava- 
gances of this type, understandable in an enthusiast for psycho- 
analysis, the book is an interesting, well written character 
study. 


Medical Physics. Volume ti. Editor-in-Chief: Otto Glasser, Ph.D., 
F.A.C.R., Head, Depariment of Biophysics, Cleveland Clinic Founda- 
tion, Cleveland. Associate Editors: All Contributors to Volumes I and 
Il. Editorial Assistant: Jessie €. Tucker. Cloth. $25. Pp. 1,227, with 
978 illustrations. The Year Book Publishers, Inc., 200 E. Ilinois St., 
Chicago 11, 1950. 

This magnificent work is significant of an important trend 
in modern medicine toward more complete knowledge of the 
physical properties of the human body and a better utilization 
of the effects of physical agents upon it. Every medical reader 
who has not been or is not aboirt to be exposed to a systematic 
course in biophysics should spend a few hours reading this book 
so as to inform himself about these impressive developments. 
A single alphabetical arrangement includes all the new material, 
from Accelerators to Vision, in addition to references to articles 
to be found in the preceding volume. This is a good solution 
to the problem presented by the large amount of information that 
had to be included. The ‘ist of contributors names an inspiring 
group of authorities on physics and medicine, and many of the 
articles deserve to become classics. There is inevitably some 
unevenness of quality, and it has apparently been difficult to allot 
space strictly in proportion to the practical importance of the 
various subjects. A sampling of the index reveals the absence 
of some words like “clo,” “met” and “tan,” which the reader 
might wish to locate in the text. These are, however, small 
defects in a truly great work, a book without which no modern 
medical library will be complete. 


Textbook of Endocrinology. Edited by Robert H. Williams, M. D., 
Executive Officer and Professor of Medicine, University of Washington 
Medical School, Seattle. With the Collaboration of Peter H. Forsham, 
and others. Cloth. $10. Pp. 793, with 168 illustrations. W. B. 
Saunders Company, 218 W. Washingt Sq., Philadelphia 5; 7 Grape 
St., Shaftesbury Ave., London, W.C.2, 1950. 


The increasing importance of endocrinology as a basic specialty 
in the field of medicine is attested by the increasing number of 
textbooks being published. The present volume is a collabora- 
tive effort of severai authors and attempts to provide a con- 
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densed discussion of the management of clinical endocrine dis- 
turbances for the student and physician. Included are certain 
conditions which are commonly confused with endocrine dis- 
turbances. 

A medical textbook for students must necessarily be clear, 
didactic and tend to present an authoritative point of view. For 
the greater part, the authors succeed in maintaining their objec- 
tivity, but in the chapter on neuroendocrine and psychodynamic 
endocrinopathies this approach is lost. The author of this sec- 
tion has a difficult task at best, but by his failure to define terms 
and outline the scope of the chapter, the continuity is lost. The 
terminology used is Freudian, which may further complicate the 
task of the student. The clinical data offered in this chapter are 
thoroughly diluted by experimental evidence which is presented 
to bolster the viewpoint expressed. This argumentative approach 
can only serve to further confuse the student. In direct contrast 
is the chapter on obesity. Here the material is presented clearly. 
The facts are marshalled into a logical, easily followed sequence, 
and excellent clinical illustration is offered. On the whole, this 
is a valuable, well documented and illustrated textbook. 





Psych tic Medicine: its Principles and Applications. By Franz 
Alexander, M.D., Director, Chicago Institute for Psychoanalysis, Chicago. 
With a Chapter on The Functions of the Sexual Apparatus and Their 
Disturbances. By Therese Benedek, M.D. Cloth. $4. Pp. 300. W. W. 
Norton & Company, Inc., 101 Fifth Ave., New York 3, 1950. 

To a clinician unversed in psychiatry, this book has much of 
interest and much that is completely perplexing. The fact that the 
“complexity of psychic life . . . prohibits rigid schematic generali- 
zation [so that] each case must be understood individually” is a 
basic criticism. Yet, schematic generalizations are discussed and 
described, often without adequate control studies to justify 
conclusions. An example is the classification of peptic ulcer 
patients into the two groups: (1) the overtly dependent and 
(2) those who react to “unconscious extreme dependence” with 
an “exaggerated aggressive ambitious independent attitude.” 
One may question the existence of the “unconscious extreme 
dependence” and particularly the “repressed oral-receptive ten- 
dencies” discussed in relation to gastrointestinal disease. There 
is also a notable lack of discussion of the effect of somatic 
disease on the psyche, for example, in ulcerative colitis or even 
peptic ulcer. As these diseases are seen by the clinician, the 
somatopsychic effect cannot be discounted, and the apparently 
causative influences of the psyche on the disease become less 
clear when the psyche as well as the soma are benefited by 
somatic therapy. The clinician may search long for the patient 
described by the author, who when relieved of his stomach 
symptoms has to “face his dependent tendencies in their original 
form” and in whom there may develop a “paranoid trend which 
interferes with his personal relationships.” “Suffering and gratifi- 
cation of dependence” is too often dependence because of suffering. 


Trends in Medical Education: The New York Academy of Medicine 
institute on Medical Education, 1947. Edited by Mahlon Ashford, 
M.D. Cloth. Price, $3. Pp. 320, with one illustration. The Com- 
monwealth Fund, Division of Publications, 41 E. 57th St., New York 
22; Oxford University Press, Amen House, Warwick Sq., London, E.C.4, 
1949. 

This is a collection of papers dealing with current problems 
in medical education presented by a group of distinguished edu- 
cators. This volume is recommended not only to those engaged 
in medical school duties, but to every practitioner who is con- 
cerned about the future of the physician and his relation to a 
changing society. An effort is made to analyze the problems 
of medical training and medical practice in their broad ramifi- 
cations. The discussions are conducted in six sections: pre- 
medical education and the selection of medical students, 
undergraduate medical education, intern and resident training, 
graduate and postgraduate training, education of the general 
practitioner and the implications of group practice and commu- 
nity medical services. 

There is reflected the feeling of many educators that college 
curriculums have become too narrowly specialized and that the 
premedical student should devote about half his time to the 
humanities. In the medical school curriculum, the increasingly 
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scientific nature of clinical medicine has rendered obsolete the 
old clinical-preclinical division. Some schools are overhauling 
their programs so that each subject is taught by dynamic units 
in which every interested department makes its contribution. 

The opinion is expressed that interns and residents frequently 
receive more exploitation than education. Several programs are 
offered for increasing the educational yield. In the matter of 
specialist training, emphasis is on the need for comprehensive 
programs which provide broad experience and a thorough inte- 
gration of basic science study. In the discussion of the general 
practitioner opinions are offered as to what his undergraduate 
training should be, and plans for his postgraduate education are 
also discussed. The question, which will be disturbing to many, 
of whether the general practitioner has any enduring place in the 
future of medicine is also raised. 

Group practice is now generally accepted, and its main prob- 
lems relate to types of organization and definition of the scope 
and distribution of group medical care. These problems and 
the educational responsibility of the groups are treated briefly. 


Children with Mental and Physical Handicaps. By J. E. Wallace 
Wallin, Ph.D., Visiting Professor of Clinical Psychology, Upsala College, 
Upsala. Cloth. $6.65. Pp. 549, with 34 illustrations. Prentice-Hall, 
Inc., 70 Fifth Ave., New York 11, 1949. 

The author of this book has beeen well known in the field 
for almost half a century. He has been a prolific writer, and 
the present volume is an expanded modification of the author's 
approximately 30 year old volume, “Education of Handicapped 
Children.” He claims that the book would be valuable for the 
lay reader, particularly for professional workers in the field 
of special education, handicapped children, mental defects, 
clinical and abnormal psychology, child guidance, mental 
hygiene, social service, psychiatry and pediatrics, and qualified 
workers—surely an expanded coverage. There is one draw- 
back for its use by laymen in any field, that is, its highly 
technical vocabulary without explanation, definitions or glossary. 

The title is somewhat of a misnomer, for there are only two 
short chapters on orthopedic conditions,”and none on hearing 
defects, sightsaving, tuberculosis, heart disease or diabetes. 
Even in the author’s sphere of education, he neglects chil- 
dren with speech defects, specific reading and educational 
disorders and those with behavior disorders. Most of the book 
deals with mental deficiency, including various types of syn- 
dromes. There is rather full discussion of these and allied 
organic mental subjects, including epilepsy and encephalitis. 
There is a brief discussion of the psychoses, during which 
electric shock treatment is brought in by the scruff of the neck, 
as the need for lay workers to understand it in their dealing with 
handicapped children is probably nil. The illustrations are 
appropriate, except for the one of gargoylism. Discussions of 
test results and educational facts add to the value of the book, 
but excessive discussion of medical treatment detract from it. 

This book should have value for selected members of the lay 
groups mentioned above and for pediatricians and psychiatrists 
who have relatively frequent dealings with mental defectives. 
Others would spend their time better reading specific works 
written for physicians on the immediate problems which confront 
them. 


Cold Spring Harbor Symposia on Quantitative Biology. Volume XIV: 
Amino Acids and Proteins. Cloth. $7. Pp. 217, with 105 illustrations. 
The Biological Laboratory, Cold Spring Harbor, L. I., New York, 1950. 

In this volume there are 22 papers and relevant discussions 
on proteins. These papers were presented in June 1949 by 
specialists in the field from the United States and Europe to 
186 distinguished scientists interested in biologic problems. A 
number of papers concern fundamental studies on purification 
and analysis of proteins and amino acids. Those of greatest 
interest to physicians are the papers dealing with the present 
state of knowledge of the cytochemistry of proteins, biosynthesis 
of amino acids in Neurospora and in mammals, composition and 
structure of insulin, metabolism of peptides, the liver proteins, 
gramicidin and synthesis of peptides in normal and malignant 
tissue. The papers are copiously illustrated, and there are 
two pages of informal pictures of some of the participants in 
the symposium. The bibliographies and index seem adequate. 
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Biological Studies with Polonium, Radium, and Plutonium. Edited 
by Robert M. Fink, Ph.D., Associate Clinical Professor of Physio- 
logical Chemistry, School of Medicine, University of California at Los 
Angeles. National Nuclear Energy Series, Manhattan Project Technical 
Section, Division VI-Volume 3. Cloth. $3.75. Pp. 411, with illustra- 
tions. McGraw-Hill Book Company, Inc., 330 W. 42nd St., New York 
18; Aldwych House, Aldwych, London, W.C.2, 1950. 


This volume gives the results of experiments on the toxicity 
of three elements which have in common the fact that they emit 
alpha particles in the course of their radioactive disintegration. 


* The experiments are models of careful planning and expert 


reporting, and the presentation is so painstakingly detailed that 
it will serve as a most valuable guide to future workers in the 
field. Because of this wealth of precise detail, most of the book 
is necessarily dull for the general reader, but there are many 
passages of great practical significance and some of extraordi- 
nary general interest. Outstanding, probably, is the summary 
of past experience with the toxicity of radium, wherein Boyd 
and others note “the great underestimation of its dangerous 
nature that was prevalent not much more than two decades ago.” 
Here are given references to many interesting cases, including 
not only that of the dial-painters but also that of the experi- 
menter who took radium preparations orally or intravenously 
on at least three separate occasions. Another most instructive 
point is the contrast between long term and short term toxicity 
brought out in the comparison of polonium, plutonium and 
radium on page 247. In short term experiments, polonium has 
a toxicity greater than the others by four or five orders of mag- 
nitude, mainly because it has the shortest haif life; but in long 
term observations, after a single intravenous injection radium is 
the most toxic and polonium the least. Current literature con- 
cerning the use of radioactive baths and inhalations will need 
to be reviewed in the light of these new data, and potential 
users of polonium in various recently proposed industrial appli- 
cations will want to consult this book for suggestions on hygiene. 
The book is a valuable repository of quantitative information 
and is well indexed. 


Course and Prognosis in Primary Tuberculosis with Erythema Nedosum 
in Children. By Kurt Holmdahl. Acta tuberculosea scandinavica, Sup- 
plementum XXII. Paper. Pp. 179. Ejnar Munksgaard Forlag, N¢gr- 
regade 6, Copenhagen, 1950. 

This book is by a pediatrician, and later tuberculosis medical 
officer, who realized that a diversity of opinion existed concern- 
ing the relation between childhood and adult tuberculosis, 
especially with regard to primary infection at various ages in 
the development of pulmonary tuberculosis. The author's access 
to a relatively large and carefully examined group of children 
who had had primary tuberculosis made it possible to contribute 
to the solution of this:problem. He followed these cases over 
a long period of time, with particular study of the group with 
primary tuberculosis and erythema nodosum. 

In most cases erythema nodosum is so typical that the diag- 
nosis does not present any difficulties. From the various terms 
designating the initial tuberculous infection, such as primary 
focus, primary complex and childhood, juvenile, hilar and pri- 
mary tuberculosis, the latter was selected. Since the initial 
tuberculous infection may occur in adults as well as in children, 
the concept of childhood and juvenile tuberculosis is hardly 
applicable. Irrespective of the presence of an initial tuberculous 
infection, there is neither a clinically demonstrable primary focus 
nor a primary complex in many cases, and these terms do not 
seem to cover all the clinical forms of the disease. Hilar tuber- 
culosis refers only to a definite type of tuberculous infection. 
Primary tuberculosis, according to Holmdahl, is the term that 
most adequately covers the various clinical types of initial tuber- 
culous infection. Primary tuberculosis can occur (1) in the 
presence of a fully developed primary complex and (2) in certain 
cases of isolated pulmonary changes with no clearly demonstrable 
lymphatic affection, in which the appearance of the focus is coin- 
cident with the demonstration of a positive tuberculin reaction 
immediately after a definitely established negative reaction. Foci 
are unquestionably primary if they have appeared simultaneously 
with erythema nodosum and if nothing in their appearance or 
course speaks against the diagnosis. The diagnosis of certain 
or probable primary tuberculosis, even in the absence of clinically 
demonstrable tuberculous changes, was made first when a pre- 
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viously negative tuberculin reaction became positive (or when 
there was a positive reaction during the first two years of life), 
and, second, good evidence was found for making this diagnosis 
on the appearance of erythema nodosum. 

The author of this exhaustive study covers in detail primary 
tuberculosis, erythema nodosum and phlyctenulosis, heredity and 
exposure to tuberculosis, morbidity and mortality in postprimary 
tuberculosis, hematogenous tuberculosis, exudative pleurisy, 
tuberculin investigations and mortality and morbidity from non- 
tuberculous diseases. The basic material consisted of 657 cases 
of primary tuberculosis with erythema nodosum from birth to 
16 years. Primary infection developed in 52.2 per cent between 
birth and seven years of age. Erythema nodosum is rare during 
the first year of life. Phlyctenulosis occurred in 6.5 per cent 
of the cases of erythema nodosum. Of the 657 patients, 32 (4.9 
per cent) died from tuberculosis, and one or several forms of 
postprimary tuberculosis developed in 147 (22.4 per cent). 
Seventeen cases of tuberculous meningitis, 83 cases of exudative 
pleurisy, 50 cases of certain and 17 cases of doubtful postprimary 
pulmonary tuberculosis occurred. In the series there were 14 
deaths from causes other than tuberculosis, and there is no rea- 
son to assume that tuberculosis was contributory to death in these 
cases. Statistically, prognosis was graver in those cases in 
which there was intrafamilial source of exposure. 

This valuable monograph is of high character and will reflect 
on future investigations in tuberculosis as have previous studies 
emanating from this group of Swedish investigators. The sub- 
ject is systematically presented and adds another milestone to 
our knowledge of a devious human disease. This is not really 
a textbook—it is a monograph of investigation. 


Marriage Analysis: Foundations for Successful Family Life. By Harold 
T. Christensen, Chairman of Sociology and Professor in the Department 
of Family Life, Purdue University, Lafayette, Ind. Cloth. $4.50. Pp. 
510. The Ronald Press Company, 15 E. 26th St., New York 10, 1950. 

This book is symbolic of the growing belief that we do not 
need to suffer the increasing prevalence of wrecked homes and 
marriages without endeavoring to do something about it. In 
this book there are statistical studies of marriages and evalua- 
tion of proposals for improving the average marriage. Among 
such suggestions are trial marriage, companionate marriage, 
limited term marriage, free love, increasing the difficulties of 
becoming married and increasing the difficulties of becoming 
divorced. These factors are discussed at some length and then 
reviewed with a series of questions for discussion. A reading 
list for pursuing the subject further is then presented. Follow- 
ing this general pattern of factual presentations, questions and 
additional reading, the book discusses the place of marriage in 
society, dealing with the prevalent idea that everyone was 
happily married in the good old days and proceeding to trace 
the evaluation of family life to the more modern “companionship 
family.” There is also a discussion of the influence of such 
modern developments as the automobile, motion pictures, eco- 
nomic depression and prosperity cycles, and war. The impor- 
tance of individual personality and emotional security is stressed. 
Great emphasis is laid on understanding the differences between 
men and women culturally, sexually, physically and emotionally. 
The importance of the sexual element in marriage is frankly 
and sensibly treated. A particularly interesting chapter is that 
on predicting success or failure. This chapter indicates the 
importance of considering prior to marriage a great many ques- 
tions to which the answers should almost always be available, 
thus obviating the necessity for plunging blindly into an unpre- 
dictable future. A true understanding of what adult love means, 
excellent advice about choosing a mate, a good discussion of 
the transition into marriage and very helpful material on 
adjustment to the mate, parenthood and how to grow old grace- 
fully finish a logical rounding out of the subject. What is 
often omitted from such a book is found here in a chapter about 
living without a mate. The last part of the book deals with 
programs for the improvement of marriage, including formal 
education, warnings against quackery in marriage counseling 
and an excellent description of the clinical, the religious and 
the community approach toward marriage problems. For physi- 
cians, sociologists and earnest persons, married or approaching 
marriage, this book can be recommended with enthusiasm. 
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Child Development. By Elizabeth B. Hurlock, Ph.D., “Associate in 
Psychology, Graduate School, University of Pennsylvania, Philadelphia. 
Second edition. Cloth. $4.50. Pp. 669, with 90 illustrations. McGraw- 
Hill Book Company, Inc., 330 W. 42nd St., New York 18, 1950. 

This is a textbook on child development, especially from the 
psychological aspect. One may infer that it was designed prin- 
cipally for students in the fields of education, psychology or child 
welfare, yet its content is of equal importance for the physician 
and for any other professional worker who deals with the 
child. Through her own original work the author is well quali- 
fied to present this material. 

Generally speaking, the text is presented in a style which lends 
itself to the objectives either of the worker who is seeking his 
initial orientation in the field of child development or of the 
one who wishes to learn in detail of the studies which have con- 
tributed to knowledge in specific areas of the field. In contrast 
to the first edition, which appeared in 1942, the current edition 
limits its scope to childhood proper, with the exclusion of ado- 
lescence. An attempt has been made to consider the child’s 
development in relation to his total environment. Having 
reviewed briefly the history of child psychology and the technics 
commonly employed in its study, the author in successive chap- 
ters gives consideration to patterns of development: first, physi- 
cal growth, acquisition of motor skills and of speech, then 
emotional, social and moral development and finally the determi- 
nants of personality. 

Even casual study of this work should be of value to the 
physician whether he be well read in the subject or whether it 
provides him with his first organized consideration of child 
development. Sufficient detail is included to make this book a 
valuable source of reference, because it deals both generally and 
specifically with those agents which determine child behavior. 
As a reference work for the undergraduate medical student it 
will be of definite worth, provided that it is supplemented with 
more detailed material relating to the physical aspects of growth 
and the manner in which health deviants may pervert the median 
patterns of growth and development. As a supplementary aid 
for teaching purposes, five text films (motion pictures and film- 
strips) are listed which have been prepared for this specific 
purpose. 

From the viewpoint of the physician who may wish to scan 
the book as a basis for orientation prior to more detailed study, 
it would be advantageous if the author were to separate the 
presentation of the experimental studies in each chapter from 
the conclusions or dogma by means of smaller type or another 
device. The illustrations add interest to the text, but most of 
them are noninformative. Some seem incongruous; for example, 
the picture of an infant probably two months old or older which 
appears above a caption relating to the newborn. The book 
concludes with several hundred references, mostly drawn from 
United States publications. 


A Text-Book of Psychiatry for Students and Practitioners. By Sir 
David Henderson, M.D., F.R.F.P.S., F.R.C.P., Physician-Superintendent 
of the Royal Edinburgh Hospital for Mental Disorders, Edinburgh, and 
the Late R. D. Gillespie. Oxford Medical Publications. Seventh edition. 
Cloth. $7.75. Pp. 740. Oxford University Press, Amen House, War- 
wick Sq., London, E.C.4; 114 5th Ave., New York 11, 1950. 

This edition of this well known textbook on psychiatry has an 
excellent first chapter giving a brief historical review of treat- 
ment methods in mental illness from the fifteenth century to the 
present day. The book covers classification and etiology of 
psychiatric disease entities, emphasizes the importance of proper 
modern methods of examination and discusses symptomatology, 
reaction mechanisms and various treatment procedures for the 
recognized neurotic and psychotic conditions. 

The chapter on psychopathic states has been completely rewrit- 
ten, and the authors stress the idea that these conditions, though 
still inadequately understood and appreciated, should not be used 
as a diagnostic dumping ground for cases that cannot otherwise 
be easily classified. The discussion and case presentations in the 
chapter on the psychiatry of childhood and the reference to the 
special methods developed for treating children seem particularly 
valuable. A chapter on war psychoses and psychoneurosis cov- 
ering both world wars gives consideration to psychiatric casual- 
ties of armed forces personnel and of civilians. It is remarked 
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that psychiatric disorders pertaining to air raids per se in 
England were remarkably few and that the most disastrous 
effects were found in children as a result of separation from 
their parents rather than from exposure to overly dangerous 
situations. 

The coverage of the book in general is good. The theory 
and treatment recommendations, in their general trend, follow 
the patterns of approach expressed by Dr. Adolph Meyer in 
the United States. 


By Amin A. Khairallah, 


Outline of Arabic Contributions to Medicine. 
American 


B.A. M.D., F.A.C.S. Paper. Pp. 228, with illustrations. 
Press, Beirut, Lebanon, 1946. 

In this small but useful book, the author has gone far toward 
achieving his aim—to present an introduction to Arabic medi- 
cine and to arrive at a fair estimate of its contributions to medi- 
cine and its allied sciences. Incidentally, a useful terminologic 
distinction is offered in reserving the linguistic term “Arabic 
medicine” for whatever was written in Arabic, whether by 
Hebrews, Persians, Greeks, Christians, Jews or others, as 
opposed to “Arabian” or “Islamic” with their racial and religi- 
ous connotations. Also, incidentally, another useful detail is 
found in the rather extensive index, where, if many references 
are given to a subject, the main one is indicated by a paren- 
thesis. The author, who makes no pretense of being a pro- 
fessional historian, is, however, well equipped for his task both 
by his background and training in the Near East and his consid- 
erable practical experience in the United States. As a result, 
imperfections of style and diction are but slight, as are those 
of the book’s spelling and typesetting. 

A historical outline of this sort is all the more desirable as 
there are few works on the subject in English and none written 
since the twenties. Also they are all written by Anglo-Saxons, 
who must have found it hard to make a sympathetic evalua- 
tion of the colorful symbolism of the Orient with the discounting 
required to avoid incorrect charges of scientific inaccuracy. 

Of the 14 chapters, 5 record the general progress of Arabic 
medicine (not always in chronologic order); 6 are devoted to 
special divisions of medicine and 3 to hospitals, translations of 
manuscripts and evaluations. Six appendixes offer 51 pages of 
useful lists. 

The author, as usual, describes as the chief Arabic contribu- 
tion the saving, editing and often the improving of the degen- 
erate texts of the classical period. He goes further, however, 
in crediting the Arabs with the separation of surgery as an 
honorable specialty, the founding of pharmacy and pharma- 
copeias, establishment of a superior type of hospital, extension 
of medical care to the poor and the mentally unfit, a high 
standard of public health and attempts at separating and 
reconciling science and religion. Rhazes, Mesue, the Anda- 
lusian al Khatif (the infectiousness of epidemics), ibn Nafis 
(the pulmonary circulation) and many others are witnesses that 
Arabs could delve successfully into the unknown. 

As it bears the publication date 1946, the distribution of the 
book has apparently been delayed. It is hoped that this will 
not hinder its deserved success in English-speaking countries. 


Le systéme névrovasculaire: Etude anatomique, physiologique patho- 
logique et chirurgicale. Par Guy Lazorthes, professeur A la Faculté de 
médecine de Toulouse. Préface du professeur R. Leriche. Paper. 950 
francs. Pp. 300, with 71 illustrations. Masson et C'*, 120 Boulevard 
Saint-Germain, Paris 6°, 1949. 

The author discusses the relation of the nervous system to 
the blood vascular system from the standpoint of morphology, 
physiology and surgery. The first part of the book reviews 
existing literature on the motor and sensory innervation of the 
vessel walls in general. The second part reviews the innervation 
of the upper extremity, lower extremity, head and others parts of 
the body seriatim and in detail; it is illustrated with some val- 
uable diagrams. The third part, dealing with the physiologic 
aspects of the subject, takes up some familiar problems, such as 
vasomotor tonus and the existence of vasodilator fibers. In the 
fourth part, in connection with neurovascular pathology, the 
author discusses certain peripheral vascular diseases and briefly 
mentions a few tests for the functional state of the peripheral 
vessels. The fifth, concerning neurovascular surgery, considers 
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whether sympathectomies should be extensive or limited, whether 
preganglionic operations are better than postganglionic and 
whether sympathetic fibers regenerate; it then describes the pos- 
sible types of surgical procedure for each part of the body. 

This book will be valuable as a rich, though incomplete, 
source of references for readers wishing to orient themselves in 
the rapidly increasing literature of sympathectomy. It repre- 
sents a great amount of work on the part of anatomists, physi- 
ologists and clinicians in making the original contributions and 
on the part of the author in digesting the accumu- 
lated literature. Unfortunately, it must be added, however, 
that the treatment of the subject could be more critical ; diagnos- 
tic and therapeutic procedures are mentioned, at times, without 
a hint as to whether they are reliable or utterly futile. The 
bibliography is scattered and disordered and abounds in 
examples of mutilated proper names. The book lacks author 
and subject indexes. 


Lehrbuch der Réntgendiagnostik. By H. R. Schinz, W. E. Baensch, 
E. Friedl, E. Uehlinger. Band I: Skelett, 1. Lieferung. Nebst Bei- 
trigen von E. Brandenberger, et al. Fifth edition. Paper. 66 marks. 
Pp. 426, with 507 illustrations. Georg Thieme Verlag, Diemershalden- 
strasse 47, (14a) Stuttgart-O; distributed in U.S.A. and Canada by 
Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 1950. 

The previous editions of this excellent German language text- 
book have been accepted throughout the world as standards by 
which the other textbooks might be judged, and this new edi- 
tion, printed on excellent quality glossy paper, continues the 
tradition of excellence. Six paper-bound sections will be pub- 
lished, one by one, during the current year, and when all six 
have been received arrangements may be made with the pub- 
lisher for binding them into three permanent volumes. An 
English translation will be offered later, and probably the trans- 
lation of this part (volume I, section 1) will be shown at the 
Roentgen Ray Society meetings in the fall of 1950, with delivery 
promised for about the end of 1951. 

The opening 100 pages are devoted to a discussion of the 
nature and production of roentgen rays and the physical prin- 
ciples involved in their application to fluoroscopy, radiography, 
laminography, microradiography and photoroentgenography, with 
a brief note on Coltman’s work on the electronic amplification 
of the fluoroscopic image and an even briefer mention of the pos- 
sibilities of phototiming. Within this technical portion are the 
usual paragraphs concerning protection against electric and 
irradiation hazards, and these are followed by a most unusual 
and well illustrated explanation of the use of roentgen ray defrac- 
tion in determining the physicochemical structure of materials. 

The pages dealing with the development and roentgenographic 
appearance of the normal. skeleton have been increased by 44 in 
this edition. These are followed by 30 pages on the general 
nature of roentgenographic changes in skeletal disease, 12 on 
skeletal changes incident to circulatory disturbance and two 
pages on bone lesions caused by physical agents. The final 183 
pages are devoted to a most thorough consideration of fractures 
and the sequelae of fractures, subjects that were disposed of in 
41 pages in the last edition. 

This first section is so complete, so well written and so well 
illustrated that in spite of the fact that it is in German and in 
spite of the cost (approximately $16 for this section and pre- 
sumably the same for each of the five that are to follow), few 
medical libraries or hospital roentgenology departments will be 
willing to get along without it. The scholarly standing of its 
authors and the excellent professional reputation of its publisher 
make it safe to assume that the succeeding sections of this edi- 
tion will ‘maintain the standard set by the first section. 


Office Treatment of the Nose, Throat & Ear. By Abraham R. Hollender, 
M.Se., M.D., F.A.C.S., Attendi logist, St. Francis Hospital, 


Otolary 4 
Miami Beach, Fla. Third edition. Cloth. $7.50. Pp. 620, with illus- 
trations. 


The Year Book Publishers, Inc., 200 E. Illinois St., Chicago 11, 
1950. . 


This book continues to be a most useful guide to the office 
treatment of the nose, throat and ear. In addition to a dis- 
cussion of newer developments in therapy, revisions have been 
made in.the chapter on nutritional management and a new 
chapter has been added on a psychosomatic approach to oto- 
laryngology. 
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QUERIES AND MINOR NOTES 


The answers here published have been prepared by competent authorities. They do not, however, represent 
the opinions of any official bodies unless specifically stated in the reply. Anonymous communications and 
queries on postal cards will not be noticed. Every letter must contain the writer's name and address, but 


these will be omitted on request. 


SNORING 
To the Editor:—Is there any way to prevent snoring? What is the cause of 
snoring? Is it injurious to health? 
H. L. Brockmann, M.D., High Point, N. C. 

Answer.—Snoring may be produced during inspiration and 
expiration by various structures in the respiratory tract of a 
sleepmg person. Ordinarily, snoring is limited to sounds made 
by vibrations in the soft palate and posterior faucial pillars; 
consequently, this definition excludes sounds made by laryngeal 
structures, the cheeks and lips. Nasal obstruction is a major 
organic cause of snoring, produced by deflection of the nasal 
septum, nasal polypi, collapsed alae nasi, nasal allergy, mucosal 
congestion, chronic hypertrophic rhinitis, suppurative rhino- 
sinusitis, adenoid hyperplasia and tumors of the nasopharynx. 
Elongation of the uvula occasionally causes snoring. Other 
factors believed to influence the position and tone of the glosso- 
pharyngeal structures include excessive smoking, pharyngeal 
irritation and obesity. 

The removal or prevention of the various causes of nasal 
obstruction can be accomplished by rational medical or surgical 
procedures. Amputation of the uvula, once a popular practice, 
rarely gives relief. Because many persons snore only when lying 
on their backs, a change in the position of the head to prevent 
the tongue from falling back can be helpful. The mouth can 
be closed during sleep by the simple expedient of a strip of 
adhesive plaster placed across the corner of the mouth; this 
is well tolerated after a short time by many patients, provided 
an adequate nasal airway is present. Attempts to establish 
proper neuromuscular control and to alter the shape of the 
mouth are sometimes successful as the result of breathing, 
swallowing and phonetic exercises and the use of orthodontic 
“splints.” Injection of a sclerosing solution into the pillars is 
of dubious value. Snoring is not injurious to health, but it can 
be and often is a source of considerable annoyance to the 
unwilling listener. 


BARBITURATES IN THE BLOOD 
To the Editor:—What is the best means of quantitative determination of 
barbituric acid preparations in the blood? At what blood levels would 
clinical symptoms appear; at what level would symp be d 
and at what levels severe? | 4. Crowell Jr., M.D., Lincolnton, N. C. 





Answer.—There is no simple and specific method for the 
quantitative determination of barbiturates in blood. With the 
exception of barbital, all the barbiturates are more or less 
rapidly converted in the body to a number of derivatives. For 
example, using radioactive carbon-containing pentobarbital, 
Roth and associates have shown the presence of at least five 
metabolic derivatives of pentobarbital in the urine of mice given 
the drug. The chemical nature of these metabolites remains 
more or less obscure, but in all probability at least part of 
them are measured as barbiturate in the colorimetric, ultra- 
violet spectrophotometric or pharmacologic methods of assay. 
The more specific gravimetric procedures are not applicable to 
blood analyses because of the large amount of drug required for 
the analysis. 

Until the development of more specific extraction procedures, 
which will permit the elimination of these unknown barbiturate 
metabolites from the test sample, the application of quantitative 
tests to blood, tissue or urine extracts must necessarily give 
ambiguous results with all barbiturates except barbital itself. 
Various workers have found little or no corrélation between the 
anesthetic state and the concentration of barbiturate in the blood 
as measured by currently available methods. 

References : 


Roth, L. J.; Leifer, E.; Hogness, J. R., and Langham, W. H.: Metabo- 
lism of Radioactive Pentobarbital in Mice, J. Biol. Chem. 178: 963-965 
(April) 1949. 

Maynert, E. W., and van Dyke, H. B.: Metabolism of Barbiturates, 
Pharmacol. Rev. 1: 217-242, 1949, in J. Pharmacol. & Exper. Therap. 
96: (Aug., pt. 2) 1949. 


RECURRING EDEMA AND URTICARIA 


To the Editor:—A white youth aged 18 has a history of recurrent episodes 
of generalized edema and urticaria. He dates the onset specifically 
to one afternoon, two years ago, when he suddenly turned his head 
to the left to look over his shoulder and felt a pain in the left side 
of his neck and down the left shoulder and into the left side of the 
chest. The swelling is not associated with pain but is accompanied with 
considerable itching. Trichinosis has been considered, and a biopsy of 
the left pectoral muscle was negative for trichinae. There is some 
constant brawny edema of both forearms and of the neck and face. 
The swelling occurs at regular intervals toward the last of each month 
and the first of the next. The patient has not cooperated in following 
an elimination diet schedule. Preliminary treatment with diphenhydra- 
mine hydrochloride (benadryl®) was ineffective. His blood pressure is 
100 systolic and 70 diastolic and results of renal function tests have 
been normal. A plasma protein determination showed a total of 6.8 Gm. 

hundred cubic ti s with alb 4 Gm. and globulin 2.8 Gm. 
With numerous skin tests, the only reaction was to oats, and | doubt 
whether this is significant. When the patient was exposed to heat by 
immersion in hot water the edema became much worse and urticaria 
appeared. Exposure to cold produced no change. An attempt was made 
to desensitize him to histamine. He was given three injections of 0.2, 
0.4 and 0.8 mg. of histamine over a period of three days. His edema 
disappeared during this time; however, as his condition worsens in cycles, 
1 do not consider this remission as concrete evidence that the histamine 
will produce a permanent cure. There was leukocytosis (varying from 
13,000 to 23,000) with eosinophilia (75 per cent). In a sternal puncture, 
the bone marrow was densely packed with immature eosinophils. This 
did not look like a leukemic infiltration. He has a large lymph node 
in the left axilla which he refuses to have taken out for biopsy. The 
sedimentation rate of the blood was 62 mm. in one hour. | am con- 
sidering repeat treatment with the histamine and also again attempting 
to have the left lymph node biopsed. It seems thot periarteritis nodosa, 
eosinophilic leukemia, or simply a physical allergy must be considered. 
A chest roentgenogram did not reveal abnormal conditions and o 
roentgenogram of the lower portion of the neck was not made. | will 
be interested to hear comment. 


Clare E. Knoup, M.D., Lake City, lowa. 








ANSWER.—The inquirer has already suggested the most 
likely diagnostic possibilities. Eosinophilic leukemia ranks high 
as a possible diagnosis. Although pruritus does occur in leu- 
kemia, urticaria is not a characteristic feature. Polyarteritis 
(periarteritis nodosa) also stands close to the top of possible 
diagnoses; but the failure to find arteritic lesions on biopsy 
makes the diagnosis difficult. Trichinosis has not been com- 
pletely ruled out, and a diagnostic skin test with a Trichina 
antigen should be made. Other parasitic infestation, such as 
Ascaris, Strongyloides, tapeworm or Echinococcus, should be 
considered, since the combination of pronounced eosinophilia 
and urticaria may result in such cases. The stools should be 
examined for parasites or ova and appropriate skin tests made 
with antigens of representative parasites. 

The clinical picture does not indicate food allergy or 
hypersensitiveness to heat or cold. It is doubtful whether any 
good would be accomplished by histamine injections. The use of 
diphenhydramine hydrochloride is mentioned; however, the 
quantities given are not indicated. It is possible that large 
doses of antihistamines, such as 150 mg. of tripelennamine 
(pyribenzamine®) hydrochloride every four hours, may be 
effective, whereas small doses fail. 


“TUFTING” OF TERMINAL PHALANGES 
To the Editor:—in what conditions does “‘tufting” of the terminal phalanges 
appear other thon in acromegaly? | have a case which does not appear 
to be acromegaly and yet shows a roentgen picture distinctively of this 
nature. M.D., Penn. 


ANSWER.—In acromegaly it is-usual to see a hyperostotic 
growth of bone involving the tips of the distal phalanges which 
is known as “tufting.” No other disease causes “tufting.” It 
does not occur in pulmonary osteoarthropathy, even though club- 
bing of the fingers may be conspicuous. On the other hand, 
“tufting” cannot be considered pathognomonic of acromegaly 
since in normal persons the tips of the distal phalanges are some- 
times unusually broad and may resemble the changes seen in 
acromegaly. This occurs especially in persons with rugged 
skeletal development. 
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A COUPLE WANTS A CHILD 
To the Editor:—A man and wife are anxious to have a child. A motivating 
factor is a will that requires an heir for continuance of property. 
wife has one healthy child by a former marriage. Pelvic examination 
discloses no abnormalities. The husband gives a history of apparent 
normal sperm formation up to 1940. His first and former wife aborted. 
He had prostatitis at age 22. There is no history of gonorrhea. Sperm 
examination reveals numerous sperm, but only on one occasion was there 
any motility. He has been receiving large. doses of synapoidin® (chorionic 
tropin and anterior pituitary gonadotropic hormone), 1 grain 
(0.06 Gm.) thyroid three times a day and mild prostatic massage on 
vorious occasions. What can be suggested to aid this couple? 
Ross M. Gault, M.D., Portsmouth, Ohio. 


Answer.—Obviously the man in this case is the most likely 
cause of the infertility. Based on the Farris standards a mini- 
mum of about 80 million active spermatozoa in the total 
ejaculate are required for fertility. As far as known, no form 
of hormonal therapy is effective in increasing the spermatozoa 
count. To achieve conception, the couple may have to resort to 
heterologous insemination. For detailed information, refer to 
“Human Fertility and Problems of the Male” (Farris, E. J.: 
White Plains, N. Y., The Author’s Press, 1950). 


MIGRAINE ACCENTUATED BY MENSTRUATION 
To the Editor:—A woman aged 26, a medical secretary, weight 100 pounds 
(45.4 Kg.), height 5 feet 4 inches (163 cm.), has complained of head- 
aches accompanied with nausea and occasional vomiting for eight years. 
The headache is localized ever the left parietal region and appears on the 
first day of the menstrual period. The headache becomes progressively 
worse and usually lasts two or three days. Menses began at age ‘13; 
regular every twenty-eight days, five to seven days’ duration with 
moderate flow. Myopia with astigmatism has been corrected with glasses 
since the patient was 9 years of age. Annual refractions have been done 
with appropriate correction. At appendectomy five years ago the ovaries 
and uterus were normal. An air encephalogram in 1944 was reported to 
have indicated normal conditions. The basal metabolic rates have ranged 
from —4 to +5 per cent. Blood chemical studies, allergy tests and 
physical examination reveal essentially normal conditions. Neurologic 
examinations have rep y been negat | may add that the patient's 
home life is entirely satisfactory. Her parents are kind and stable 
persons. Her mother had migraine a few years ago but is now asymp- 
tomatic. In 1943 the patient received some relief with ergotamine 
tortrate, but she was unable to tolerate the drug. Histamine injections 
in 1945 were of no value. Since then, she has received ergotamine 
tortrate, nicotinic acid, pranone® (anhydrohydroxyprogesterone), spas- 
malgin® (each tablet or 1 cc. contains papaverine hydrochloride 0.022 
BP ® [total alkaloids of opium as soluble hydrochlorides) 0.011 
Gm. and atropine sulfuric acid 1.1 mg.), cafergot® (caffeine and ergot- 
omine tartrate) calcium, a salt free diet and ammonium chloride to relieve 
premenstrual tension. At present acetylsalicylic acid, acetophenetidin and 
caffeine with 1 grain (0.06 Gm.) of codeine partially alleviates the head- 
aches. | would appreciate suggestions on treatment. 
George P. Schwei, M.D., Madison, Wis. 


Answer.—It would appear that the patient has migraine 
which is accentuated by menstruation, although some patients 
whe do not have migraine have headaches of the type described 
at the time of the menstrual periods. If the combination of 
acetylsalicylic acid, acetophenetidin caffeine and codeine relieves 
the headaches, there is no objection to this form of therapy. The 
patient might try 1.0 mg. of ergotamine tartrate as soon as she 
feels the headache coming on to see whether or not it will abort 
the attack. It would also be appropriate to try the daily intra- 
muscular injection of 10.0 mg. of progesterone for one week 
preceding the onset of menstruation. 


todh 








SUNLIGHT AND TUBERCULOSIS 
To the Editor:—What are the effects of exposure of patients with pul y 
tuberculosis to sunlight. Are the sun‘’s rays of any therapeutic significance 
in quiescent pulmonary tuberculosis? Do they exert any deleterious 
effects? M.D., Kentucky. 


ANswer.—The physical effect of the sun’s rays on the skin 
is well known. Among other things there is a local hyperemia, 
followed by a slight leukocytosis, and a chemical change of 
some of the fats and lipids to vitamin D. These changes are 
beneficial to patients with quiescent tuberculosis, provided they 
can be acquired without burning, the chief deleterious effect, 
which is toxic and may cause an exacerbation of the disease. 
Great care should be used in exposing patients in the acute 
febrile disease to the sun’s rays, as harm may result from 
overstimulation even without burning. The sunlight should be 
prescribed like a drug until a proper protective tan is acquired. 
The first exposure should be for only a few minutes, then 
each day increase the exposure gradually until the tan is well 
developed. In sensitive skin it is well to shield the patient with 
some protective material like paraaminobenzoic ointment. 
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ASYMPTOMATIC SYPHILIS 

To the Editor:—i have a patient, 40 years of age, whom | first saw in 
1945 for an antepartum examination. Result of -the Kolmer-Wassermann 
test at that time was 4 plus, and a spinal fluid Wassermann test was 
4 plus with a colloidal gold curve of 1123210000 and a positive Nonne 
test. The spinal fiuid examination has not been repeated since, but the 
Wassermann test has been repeated on several occasions. Her baby was 
born on Feb. 19, 1946, at which time the Wassermann reaction was 
4 plus; it was negative one month later. Her husband was negative 
and four children ranging from 15 to 6 years of age were all Wassermann 
negative. She took bismuth and oxophenarsine hydrochloride injections 
weekly from April to September in 1946 but stopped because she was 
asymptomatic and did not believe that she had syphilis. Her last 
Wassermann test was in 1949 and the reaction was 4 plus. She had 
a child in January 1950 who had a positive reaction to the Wasser- 
mann test when born, but the reaction six weeks later was negative. 
Her parents are not living but to her knowledge did not have syphilis. 
She does not recall any exposure to the disease. She has no brothers or 
sisters who might be checked for infection with syphilis. Could this be 
a case of genital or quired syphilis? is it possible that the 
Wassermann reactions could be falsely positive? What treatment, if any, 
should be given? K. W. Covey, M.D., Mahnomen, Minn. 


ANSWER.—This patient most likely has acquired syphilis fol- 
lowed by a post-treatment Wassermann-fast serologic reaction. 
The positive spinal fluid test suggests asymptomatic syphilis 
rather than a false positive test. This woman should be treated 
again with a concentrated ten day course of intramuscularly 
given penicillin (1 cc., 600,000 units daily) and a repeat course 
of oxophenarsine hydrochloride and a bismuth compound. Eight 
weeks after completion of the foregoing treatments the sero- 
‘logic and spinal fluid tests for syphilis should be repeated. If 
the spinal fluid tests remain positive, hyperpyrexia and large 
doses of intravenously given penicillin during the treatment 
should be considered. If only the serologic titer of the blood 
remains positive a record and follow-up of the quantitative blood 
titer should be kept. If the titer rises, short yearly courses of 
treatment are indicated. The children born with the immediate 
positive result to the serologic test should be checked annually 
with a physical and serologic examination for many years. 
If the foregoing regimen is followed the prognosis is good. 





ALLERGY TO QUINIDINE 
To the Editor:—A patient claims loss of vision noticed after packing cap- 
sules with quinidine sulfate. Kindly advise me whether you have any 
record of ocular allergy with visual involvement as a result of contact 
with quinidine sulfate. Thomas J. Edwards, M.D., St. Paul, Minn. 


ANSWER.—The literature does not contain any reports of 
quinidine allergy. The reports of quinine sensitivity are rela- 
tively numerous. A number of organs are affected. Quinidine, 
however, is the optical isomer of quinine, being dextrorotatory, 
while quinine is levorotatory. This difference is apparently 
great enough to account for the fact that patients allergic to 
quinine may tolerate quinidine (W. T. Dawson and F. A. 
Garbade: J. A. M. A. 94: 704-705 [March 8] 1930). If loss 
of vision can be confirmed in this case by examination, and if 
proof can be established that it was due to handling of quini- 
dine, the reaction might be attributable to a high degree of 
hypersensitivity (not allergy) to the drug. As in the case of 
quinine, an overdosage of quinidine may cause spasm of the 
retinal arteries and may produce blindness. In this case one 
would have to presuppose a high degree of hypersensitivity to 
explain the effect on such a basis. 


THROMBOPENIA 

To the Editor:—i had eccasion to take care of a child aged 314 years who 
had classic secondary thrombopenic purp His recovery was tfu! 
and took place within ten days. was no history of al 
familial blood dyscrasia. The only possible clue 
ammoniated dentifrice some four days prior to 
symptoms. This dentifrice contained 3 per cent 
benign drug even in large doses. Have any instances of thrombopenia 
due to urea been reported? Sedormid® [2-isopropyl-3-p y!) urea), 
of totally different structural nature, of course, has been notorious for such 
side effects. M.D., California. 


ANswer.—Urea apparently has not been reported as the 
cause of thrombopenia. It does not seem likely. The essential 
or primary thrombopenic purpura frequently presents a picture 
as described, especially in children. Thus, there may be one 
or several acute episodes with complete recovery. Rarely such 
a picture as this may occur in children with leukemia. Repeated 
blood studies and clinical observation over a period of months 
are advised. 
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PLANTAR WARTS 
To the Editor:—What is the formula for a Paste used in the treatment of 
planter warts which contains trichi and salicylic acid, and is it 
available commercially? M.D., Mississippi. 





ANSWER.—Salicylic acid and trichloracetic acid, when used 
separately, usually are employed in concentrations of 20 per cent. 
Greater concentrations are sometimes used, but cautiously, 
because of the escharotic qualities of the acids. A fixed formula 
cannot be recommended because warts may differ in size, depth, 
location and degree of irritation. Duke Laboratories market 
an adhesive plaster containing 40 per cent salicylic acid, and 
Sharp and Dohme sell a preparation named eskar,® which 
contains 20 per cent trichloracetic acid. We do not know of any 
commercial preparation which combines the two acids. 

The following formula is sometimes recommended: trichlor- 
acetic acid 1.0, salicylic acid 6.0 and glycerin sufficient to form 
a paste, The wart is fifst pared and then surrounded by a pro- 
tective ring of petrolatum. A single application of the mixture, 
left on for four to seven days, sometimes produces a satisfactory 
result. 


DEXTROSE TOLERANCE TEST ON YOUNG MAN 

To the Editor:—What is the significance of the following dextrose tolerance 
level (Exton and Rose) in a youth 17 years of age with a family history 
of diabetes mellitus (paternal grandmother)? Fasting blood sugar, 77 mg. 
per hundred cubic centimeters, urine normal; 1% hour after first dose of 
dextrose, 168 mg., urine normal; 44 hour after second dose of dextrose, 
90 mg., urine contained sugar (1 plus). 

Mauro Rosenberg, M.D.,; Chicago. 


ANSWER.—The 
diabetes. They are within a normal range, and the fall of the 
blood sugar to 90 mg. by % hour after the second dose of dex- 
trose indicates efficient utilization of the ingested sugar. The 
peak value of 168 mg. is well within the normal range for capil- 
lary blood and only borderline for venous blood, assuming that 
the procedure used was not a “true” blood sugar method. 

If because of the family history of diabetes a tolerance test is 
repeated in a year’s time, it would be instructive to use a one 
dose procedure giving 100 Gm. of dextrose by mouth and taking 
blood samples at the 0, %, 1 and 2 hour intervals. 


ATOPIC DERMATITIS 

To the Editor:—A white boy 4 years of age has allergy manifested by skin 
rash and occasionally large wheals. He is allergic to foods, especially 
eggs, to grass and to some other children. Local and oral administration 
of antihistaminic drugs is not effective. The dermatologist called the 
condition atopic dermatitis and could not help the child. .!s it practical 
to try to desensitize him to histamine? What can be done? The rash 
is most troublesome; it is on his’ arms, face and neck; it -is* dry and 
itches intensely. W. R. McLawhorn Jr., M.D., Fountain Inn, S. C. 


Answer.—The skin rash described fits best the syndrome of 
atopic dermatitis. Although foods or inhalants frequently pro- 
duce this manifestation, the causative agent in a large number 
of persons remains unidentifiable. An exhaustive attempt should 
be made to determine the cause ‘of allérgy by skin tests and 
clinical observation. If nothing can be accomplished in that 
manner, forms of nonspecific therapy must be used. Antihista- 
minic drugs in fairly large amounts, for example, 50 mg. doses 
every four to six hours, might be required. If the antihistaminic 
ointments do not help, tar ointments should be used, Roentgen 
therapy may be indicated. Histamine injections are least likely 
to yield satisfactory results. 


“SARAKA” AND DIVERTICULOSIS 

To the Editor:—! have a patient who takes “saraka” (Union Pharmaceutical 
Co., Bloomfield, N. J.) for chronic constipation. This patient hed an 
attack of acute diverticulitis in 1943 without recurrence since. Saraka 
is stated to be composed of Bassora gum and the laxative bork of 
Rhomnus frangula (alder buckthorn). The product when it stands in 
water becomes a soft mucilaginous mass without any irritating seeds; it 
produces medium soft stools without any discomfort to the patient. 
Would this preparation be harmful to the patient? 

James L. Joughin, M.D., New York. 


ANSWER.—It is the general belief that bulk without irritating 
particles is not contraindicated in a patient with chronic divertic- 
ulosis; however, laxation should not be used in a case of this 
type. The objection to saraka is not so much from its bulk 
content as it is from the laxative bark of Rhamnus frangula. 
It would be preferable to use a product which provides only 
a soft mucilaginous mass without any irritant action. Also, it 
is preferable to encourage this patient to establish a regular 
bowel habit at a definite time each day in order to prevent 
constipation, which is harmful in diverticulosis. 
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REASSURANCE AFTER A THROMBOTIC EPISODE 

To the Editor:—A patient who has recovered from coronary cerebral 
thrombotic episode is often depressed. All par hh thet the acute 
phase is passed and he has been encouraged to resume activities wichin 
the range of his new outlook on life. Bate remains fei od deren 
attributing the usual everyday variations in sense of well-being to the 
onset of another thrombosis. {Is amphetamine sulfate contraindicated 
this case?. Should this man be allowed to drive his car? 


Arthur Nightingale, M.D., New Hyde Park, N. Y. 


ANSWER.—The essential treatment of such a patient is that 
of reassurance in full by someqne who has had much experience 
with coronary or cerebral thrombosis. Saturation with reasur- 
ance by such an authority can be much more effective than any 
medicine ; in fact, medication is of inferior importance. There is 
no reason why such a patient may not drive a car unless driving 
causes angina pectoris; in fact, permission to be allowed to 
drive a car would be one way to improve the patient’s morale, 


RATE OF ABSORPTION OF INSULIN 
To the Editor:—What is the estimated average rate of absorption of 
protamine zinc insulin? How much is unabsorbed at the end of twelve 
hours? J. H. McNaughton, M.D., Topeka, Kan. 


ANSWER.—The average rate for complete absorption of pro- 
tamine zinc insulin is between twenty-four and thirty-six hours, 
with the maximum hypoglycemic effect occurring between 
twelve and sixteen hours after injection. In certain circum- 
stances the effect may be prolonged for forty-eight to seventy- 
two hours.. At twelve hours roughly one-fourth the value of 
the units injected would be expended. 


HYPERTENSION IN A YOUNG MAN 

To the Editor:—I! was interested in the question and answer on “H 
sion in a Young Man” in The Journal, July 8, 1950, page 939. 
diagnosis in this doctor's son is really essential hypertension, 
nothing to contribute. However; | have seen several cases of “essential 
hypertension” cured by an operation for coarctation of the aorta. | wish 
this doctor would feel of his son’s femoral arteries one more time, just to 
be sure. Conrad R. Lam, M.D., Detroit. 
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To the Editor:—Iin answering the query on “Hypertension in a Young Man” 
in The Journal, July 8, 1950, page 939, the editors make a lucid analysis 
of the use of sedatives and the need for a comprehensive diagnosis. 
A most important factor, in this case perhaps the crucial one, is left out: 


The father, a physician, should not prescribe for his own son’s hyperten- 
sion nor delve into the son‘’s feelings. Generations of physicians have 
confirmed the wisdom of excluding members of one’s own family from 
one’s practice. A 29 year old medical student should see a physician of 
his own choosing. Carl Tillman, M.D., Oakland, Calif. 


To the Editor:—Some comment seems desirable on “H tension in a 
Young Man” (Queries and Minor Notes, J. A. M. A. 143:939 [July 8) 
1950). First, however, we wish to state that we realize the difficulties 
of answering the question from the information available and the need to 
present a comprehensive reply briefly. There are several points with 
which we do not agree. 

The designati thiocyanide” is incorrectly used for potas- 
sium thiocyanate. Doubtless, this is a typographical error, but it needs 
to be called to the attention of physicians. We cannot agree that 
potassium thiocyanate in effective dosage is “none too safe,” for potas- 

_ sium’ thiocyanate is as “safe’’ as many commonly used drugs, provided 
dosage is based on concentration of thiocyanate in the blood plasma. 
Those -experienced in the use of potassium thiocyanate would administer 
it in no other circumstances. 

The statement that “the most urgent indication is for a truly com- 
prehensive study and research for possible contributing etiologic factors” 
implies that such a search might determine a cause for elevation of the 
blood pressure. Actually this is seldom the case. If the patient does 
not have coarctation of the aorta, pheochromocytoma, diffuse renal dis- 
ease (glomerular nephritis) or unilateral renal disease (atrophic pyelo- 
nephritis, hydronephrosis or tuberculosis), he has “essential” hypertension, 
which may have many causes, although in the current status of our 
knowledge none can ordinarily be proved. 

We know of no evidence that anemia causes hypertension, and the 
thesis that emotional conflict may cause sustained hypertension certainly 
has not been proved. in our opinion, the psychiatrists heve demonstrated 
little more than that patients with tial hypertension have emotional 
conflicts as do other people. A fairly broad familiarity with the litera- 
ture on this subject furnishes us no evidence that hypertension can be 
cured by resolution of such conflicts. No other proof that emotional 
disturbances cause essential hypertension is acceptable. 

It is important that sharp distinction be made between adequate 
restriction of sodium (0.5 Gm. daily) and “a low salt diet,” for the latter 
frequently provides more than 0.5 Gm. of sodium daily. We hasten to 
add, however, that adequate restriction of sodium will influence favorably 
the blood pressure of only a small percentage of patients with hypertension. 

Finally, we should like to add that for over a period of more than 
15 years sympathectomy has been demonstrated to reduce satisfactorily 
the blood pressure of 20 to 30 per cent of patients on whom it has been 
performed. 

Edgar V. Allen, M.D., and J. Earle Estes, M.D., Rochester, Minn. 

















